


In this issue: 


% Painter Extraordinary 


> Treatment of Alcoholics 


} Rehabilitation — A Community Responsibility 
S 


ESaro* 
» The Relation of Convalesganh Herne to Hospital Care 
‘ of 


. Wy 
9% \ 
re 
v ys oon 


OSPITAL Management 


THE JOURNAL FOR ADMINISTRATORS AND DEPARTMENT HEADS 











MITRAL COMMISUROTOMY 


No.1in Hospital Specification: 


Brown Milled Surgeons’ Gloves by SEAMLESS 


MAXIMUM TACTILE SENSITIVITY assures unmatched “sightless se ing.” 
MINIMAL RADIAL BIND provides maximum hand comfort. 


‘LIMBER-LATEX’—the softest, most comfortable NON-SKID SURFACE affords surer handling when wet. 


of all latex gloves—in white or brown. 


HYPOALLERGENIC PROPERTIES reduce your inventory needs. 


No. 1 in hospital specification because they are No. 1 in hospital perfor: ance. 
CREST—ihe thinnest, most sensitive surgeon's 
glove available—for special surgery. 


-——-SURGICAL RUBBER DIV:SION——— 


THE SEAMLES Ss RUBBER COMP. .NY 


NEW HAVEN 3, CONN., -'.S.A+ 


A, 








EDITORIAL STAFF 
Charles U. Letourneau, M.D....... Editorial 


Director 
Elizabeth J. Hanna.......... Associate Editor 
Helen Winters 





Assistant Editor 


Mary Helen Anderson, R.N.............-..----- 
Central Supply Editor 

Sister Christina, C.S.J., R.T.................2.-- 
X-Ray Editor 

Emanuel Hayt, LL.B... Legal Editor 
Roy Hudenburg....Building Service Editor 
BURAK EIUTINIAN, | Ao- Risks 2-5-5. 


Medical Records Editor 

Professor T. LeRoy Martin.........................- 
Accounting Editor 

Orpha Daly Moht.......... Purchasing Editor 
Daniel F. Moravec... 





Pharmacy Editor 

Dorothy R. York............-..- Food Editor 
E. Michael Bluestone, M.D....................--.-- 
Contributing Editor 


WASHINGTON BUREAU 


1319 F St., NW, Washington 4 
Walter N. Clissold....Executive Vice Pres. 


Ingrid Hovick Assistant Editor 
Wallace R. Fingal Assistant Editor 
ADVERTISING STAFF 

Chicago — 

William S. Smith....Advertising Manager 
R. T. Risley Rex E. Dimick 

New York — N. R. Swartwout 


Charles A. Barnes William M. McKnight 
Lester K. Slama, Advertising Production 


ADVERTISING OFFICES 
CHICAGO 3 
105 West Adams St. * ANdover 3-1800 


NEW YORK 17 
122 East 42nd St. * MUrray Hill 7-8772 


SAN FRANCISCO 8 © Bob Wettstein 
Howard Bldg. * 209 Post St. 


LOS ANGELES 57 * Bob Wettstein 
Granada Bldg.* 672 S. Lafayette Park Pl. 
eee 
raul -E; Chita 2s Publisher 
Harold E. Snyder....Vice Pres—Editorial 
Frank J. Wenter..Vice Pres.—Advertising 
George W. Breyer........ Business Manager 
Robert E. Hill........... Circulation Director 


HOSPITAL MANAGEMENT is _ pub- 
lished on the fifteenth of each month 
at 105 West Adams St., Chicago 3, 
Illinois, by Hospital Management, Inc. 

Telephone: ANdover 3-1800 


HOSPITAL MANAGEMENT is a mem- 
ber of the Audit Bureau of Circulations 
and Associated Business Papers, Inc. 

Subscription rates: $4.00 a year in the 
United States, U. S$. Territories and 
Canada. Foreign, including Pan Ameri- 
can: $5.00 a year. Current single 
copies, 50 cents; back copies, $1.00. 
CHANGE OF ADDRESS should reach 
us at least two weeks in advance of 
date of change. Entered as second- 
class matter May 14, 1917 at postoffice, 
Chicago, Ill., under the act of March 
3, 1879. Additional entry, Mendota, 
Ill. Copyright 1957 by Hospital Man- 


agement. 


APRIL, 1957 


wom Vi anagement 


A Clissold Publication O@ 


April 1957 Volume 83 Number 4 


SPECIAL FEATURES 


Easter Editorial — N. R. Swartwout -....0.22..2..2-22.....cc1sceceeeeeseeeeeeeeeeees 43 
Painter Extraordinary — Virginia Niles, O.T.R. -......--..-.-.----2-0-------- 44 
Treatment of Alcoholics — R. E. McGill, M.D. -.....2-.....--- sieeraaa 46 
Rehabilitation — A Community Responsibility — 

ne PNINOIOR ae 50 
The Written Personnel Policy is Not the Answer, Part | — 

SE SECS Sd a Sees Oe RAs 54 


Nosocomial Infections, Part Ill — Charles U. Letourneau, M.D... 56 


The Relation of Convalescent Home to Hospital Care — 
RT TN acc rieteemerteenenes + diaaeain aa 


DEPARTMENT FEATURES 


Ordering Parts — Ernest W. Fair -................. Date Ate er Ite. 6 
Consulting with Doctor Letourneau _..... 202 masta 24 
Guest Editorial — Basil O'Conmor 222-2. ceen ence eeeneeeeeeeee ee 28 


HM Salutes G. Harvey Agnew, M.D., LL.D., F.A.C.P., F.A.C.H.A. 33 
Gadgets, Gimmicks and Gnosis — Mary Helen Anderson, R.N. ..... 92 
Medical Records in the Small Hospital, Part | — 


OT RO Re LES 96 
Dr. Rorem Discusses Hospital Costs 02-0... ‘ccipacacegea Aa 
Practicing Planned Preventive Maintenance, Part tl _ 

EE OE EE 102 
Vegetables Rate Top Treatment — Doris H. Zumsteg ........ eign 
Do We Need a Pharmacist in the Small Hospital? — 

Pes I sisi saan sien tc acdsee taba 118 
Hospital Cost Control through Better Purchasing — James W. Loy 124 
Shopping Around with Orpha Mohr 22.00... <caita a 

DEPARTMENTS 

Ascounting. .........................- 98 Index to Advertisers ......... 133 
Bluestone Column _........... 150 ha lnaietarciinren stile 76 
oe 35 Management Aids _......... 148 
Building Service __............... 102 Medical Records _........... 96 
Calendar, Hospital _.......... 40 NPE EL RE Tae 114 
Central Service ................. 92 I sa cig ck eerie 118 
Classified Advertising ........ 138 Product News ...................... 131 
Consulting with Doctor : 

Arete 24 Purchasing , .............. 124 
Food and Dietetics ....... 109 Shopping ey epee a 
Guest Editorial 28 Small Hospital's Clinic _..... 6 
HM Salutes... 33. Suppliers News... 68 
Hospital Accounting with Washington Bureau ......... 2! 

Prof. Martin _... 18 What Associations are 
How's Business ............ 12 RRR Ta 88 
Huffman Column _.............. 84 Who's Who .............. Dasstih 63 





Our Cover 


Cover picture is reprinted from the Kablegram, courtesy of the 
Kable Printing Company, Chicago, Illinois. 























gk ~ 


Sati ss t tet 

















Small Hospitals’ Clinic 


Important points to remember when 


Ordering Parts 


by Ernest W. Fair 


™ ONE OF THE day-in and day-out 
problems of many hospital execu- 
tives is concerned with ordering of 
parts for all types of machinery and 
equipment which make up the hos- 
pital operating plant. How wisely 
each such order is placed can not 
only determine fine budgetary op- 
eration of any department but fu- 
ture performance of that machinery 
and equipment. 

Haphazard ordering of parts al- 
ways means future trouble. Failure 
to secure maximum value for min- 
imum expenditure is in like manner 
a waste of money. Recognizing these 
plain facts we have compiled a list 
of important points to follow in or- 
dering parts which will assure max- 
imum results being obtained. They 
have been taken from advice and 
suggestions of veteran supervisors 
and purchasing agents, parts manu- 
facturers and suppliers and engi- 
neers. 

1. If other factors permit order 
replacement parts from the original 
manufacturer of the unit. In most 
cases this is the easiest and safest 
step BUT it is not always the one 
rule to follow. 

In many instances such parts are 
made by outside firms and the 
manufacturer merely handles them. 
These same parts, under other 
brand names, can often be obtained 
elsewhere. It is a factor not to be 
overlooked. 

2. Be sure of the integrity of the 
supplier. Actually the integrity of 
every parts supplier is of as much 
importance as that of the manu- 
facturer for in nearly every case we 
can have little personal knowledge 
of the latter. Besides, no matter the 
advantages, if such a supplier lacks 
integrity, we had best place our 
orders elsewhere for it is usually to 
him we must look to correct any 
mistakes, secure replacements, etc. 

3. Are there better replacement 
parts available than the original 
ones? This,situation is true in many, 
many cases, for manufacturers in 
our particular field must do busi- 
ness on a highly competitive level. 
They produce fine machinery and 
equipment to meet that competition 


but they must also keep price al- 
ways in mind. A given part may be 
quite satisfactory but still not be 
the best on the market. When we 
can obtain such a replacement part 
through other sources the oppor- 
tunity should be investigated. 


4. Apply the useful-life yard- 
stick to every part ordered. We use 
it in buying new equipment; it is 
equally important in purchasing 
parts for such equipment. The ac- 
tual cost of a unit in terms of its 
useful life, i.e., the cost per year of 
use, has long been recognized as a 
fine yardstick by which to measure 
purchases. It can be applied equally 
well in parts replacement. A given 
manufacturer’s part which costs a 
few cents more than another’s may 
be the best buy in the long run... 
make sure this possibility is not 
overlooked each time any part is 
purchased. 


5. Know something of the metals 
or other materials which go into 
the parts being purchased for such 
qualities may determine the actual 
value we will be receiving in the 
purchase. All metals are far from 
being the same .. . they vary with 
the use to which each machinery or 
equipment part may be subjected; 
some are better than others for a 
given part. It pays to study experi- 
ence use of every machine or equip- 
ment unit with which we are con- 
cerned and know what metals or 
other materials are best in each in- 
stance. 


6. What about delivery — that’s 
very important in parts supply. How 
does each supplier deliver to us, in 
what containers, what protection is 
provided for threads, sharp edges, 
etc., which are important to the im- 
mediate efficient use of each such 
part? 


7. Is the part under considera- 
tion the only one that should be 
ordered at this particular time or 
not? It pays to check all other parts 
with which the one under consider- 
ation does its job on the equipment 
concerned. One or more of these 
may be as close to breakdown as 
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The most versatile line... 
built to wear! 


ENCLOSED 
TRAY TRUCK 
No. 6344 


5 shelf non sag 
construction 
complete with bumpers 


' 9 SHELF 
TRAY TRUCK 

] No. 10-6342 
@ extra capacity for 

added use as 
portable storage unit. 





©ISH TRUCK 
No. 10-6406 








2 or 3 shelf 
equipped with 
trays as desired. 


KITCHEN TRUCK 
No. 6559 
shelves at range top 


‘and oven height for 
minimum lifting. 


CAN DOLLY 
No. 6655 





moves garbage can, 
Sugar Barrel, 
Flour Barrel, 
effortlessly. 








ICE TRUCK 
No. 6450 
x a ’ for fast ice 
. f a delivery to 
10-6332 } all locations. 


SHELF TRUCK No 


No. 1-5267-73 No.4-807-65 No. 3-1013-74 
; a VA_ts= COLSON CASTERS SAVE YOUR FLOORS 
D 5 wt \& 
STRETCHER PA INHALATOR FOLDING 
No. 6865 STRETCHER CHAIR 


TICA 
No. 4953 VNossmmays P 
No. 6878 ; No. 4255 


Cc 


smoother—quieter—faster rolling 
first choice for lasting efficiency 
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the part we are replacing or toler- 
ances and other factors of efficiency 
may be low. The result can well 
mean expensive breakdown and re- 
assembly has to be done all over 
again in a very short period of time 
OR the new part’s performance effi- 
ciency will be reduced by the lack 
of peak efficiency of the adjacent 
parts with which it must work to 
do its job. 

8. Is there any price advantage 
to buying more than one of the 
parts under consideration? Often 
additional parts can be purchased at 
less cost than a single one. Where 
replacement is needed frequently it 


may be financially advantageous to 
order more than one of the parts 
needed at a given time and place 
the others in reserve stock. 


9. When ordering other than 
original manufacturers parts for re- 
placement we must always be ab- 
solutely certain that every specifi- 
cation on the one we choose is the 
same, i.e., gear teeth spacing, thick- 
ness. Delays in securing correct 
parts replacement after delivery of 
a unit which will not work properly 
can be far more expensive than 
ordering the original in the first 
place. 
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USE O.E.M. 
HUMIDIFIERS 


& NEBULIZERS 


with 


UNBREAKABLE 
SHATTERPROOF 


BOTTLES 


No. 540—Humidifier with Porostone filter diffuser and unbreak- 








able Polyethelene bottle. 
No. 360—Nebulizer providing a fine spray; with unbreakable 


Polyethelene bottle. 


No. 370—Jet Nebulizer for incubator use. Operates with varia- 
ble oxygen concentrations as low as 40%,-and particle 
size can be adjusted from medium to coarse; with 
unbreakable Polyethelene bottle. 


Write us for other 
BETTER PRODUCTS FOR 
BETTER OXYGEN THERAPY 





0.E.M. CORPORATION 
EAST NORWALK, CONN. 


O.E.M, Corporation, Dept, C-14 
East Norwalk, Connecticut 


- 
| 

| 

I Please send literature on the O.E.M. Humidi- 
fiers and Nebulizers with Unbreakable Bottles. 
Se I iene. facsieiecn iia echbeccrscletlamssniaresnie 
! FOI voroonss6ssinscoutniahseniscte es pineaniseusasaseokee eee 
| RE TEL LET NC EN I MC TE Pgs 
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10. Make certain all pertinent 
information is given correctly when 
any parts order is placed no matter 
who the supplier may be. Often 
a parts number will be all that is 
needed but we can be surer of ob- 
taining exactly the right part in 
every instance by also providing the 
supplier with the trade listing by 
name and description, name and 
model number of the unit of equip- 
ment on which it is to be used, and 
any other additional data we be- 
lieve may be important. 


11. Be certain we have on hand 
proper accessories with which to 
make the installation at the time 
the order is placed (tools needed, 
cotter keys, nuts and bolts, etc.) or 
that they come with the part itself. 
Otherwise the unit may be delayed 
even longer when we do receive the 
new part from the supplier but 
have to re-order such items before 
we can put the equipment con- 
cerned back into use. 

12. Compare listed prices with 
actual delivered prices on heavy 
parts and unit replacements. This 
is particularly important where 
such parts are to be shipped long 
distance. The importance of price 
comparison should always be on a 
basis of cost set down where we 
will put the part into replacement 

. not at the supplier’s home of- 
fice. 


13. Be sure the department 
head ordering the part knows what 
he is doing. Suppliers continually 
point out that most instances of 
errors have occurred at just this 
spot. It always pays to check and 
re-check every parts order for spe- 
cific detail and specification before 
it is actually transmitted to any 
supplier. 


14. When a part is really needed 
in a big hurry check into the 
speediest and safest method of se- 
curing that delivery and _ specify 
this routing on the order. Suppliers 
cannot always have such informa- 
tion at hand or the information they 
have may be out-dated. Many sup- 
pliers tell us that delivery could al- 
ways be made to the customer from 
one to three days earlier if such 
routing is specified by the buyer. 

15. Where possible to group 
parts orders decided savings in 
transportation cost can usually be 
obtained. When a situation arises 
where one part is needed im- 
mediately a check up will often re- 
veal the forthcoming need for addi- 
tional parts. Combining such orders 
can add up to very sizeable trans- 
portation savings over a year's 
period of time. sd 
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of the hospital team! 


ments. A nationwide network of over 500 supply 
depots insures prompt delivery and uninterrupted 
supply during every contingency. 

Whether your hospital is large or small, Ohio 
Chemical services you with custom-designed oxygen 
delivery units tailored to meet your specific needs. 
Standard cylinders for use individually or in mani- 
folds, plus a variety of bulk delivery units to feed 
oxygen into a pipeline system, are matched to your 
requirements. 

Whenever consideration is being given to the 
piping of oxygen in existing or projected buildings, 
you can avail yourselves of another service provided 
by Ohio Chemical. Our engineering staff will assist, 
without obligation, the administrator, architect, con- 
tractor andothers in the preparation of plans and 
specifications. 

Ohio Chemical manufactures a comprehensive 
grouping of all necessary pipeline fixtures and equip- 
ment. Moreover, the Ohio line of end-use oxygen 
therapy apparatus and accessories offers a complete 
selection to meet the most exacting medical tech- 
niques. All of this equipment is serviced by factory- 
trained repair men who use only genuine replace- 
ment parts. 

In addition, Ohio Chemical’s research and develop- 
ment staff works with the medical profession not 
only to keep pace with present demands, but to an- 
ticipate the needs for improved apparatus. 


The “Ohio” station wagon brings the personal 
service of a skilled representative within 
easy reach of your hospital 


<i> PRODUCTS 


MEDICAL GASES © THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 
OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
STERIL-BRITE FURNITURE ® SURGICAL SUTURES AND NEEDLES 
STILLE SURGICAL INSTRUMENTS 


MADISON 10, WISCONSIN 


At the frontiers of progress you'll find An Air Satan Product . 


OTHER |>SERVICE AIDS 


A wealth of helpful literature and audiovisual training 
material will be supplied without charge or obligation. 
This is supplemented by personal instruction and serv- 
ice where desired. Only Ohio Chemical helps hospitals 
in so many ways. 


(1 Brochure on Ohio Chemical’s Complete Therapy 
Oxygen Service 
C] Catalog of Central Pipeline Systems Equipment 


(1) Catalog of Therapy Oxygen Apparatus and 
Accessories 


() Catalog of Resuscitation Equipment 


(] Guide to hospital administrators in the billing 
of patients for oxygen therapy 


(J Inhalation Therapy Procedure Notes 


(J Directory of medical article reprints available from 
Ohio Chemical’s library 


( Brochure, “Safety In Hospitals” 
(1 “Oxygen In Use” caution cards 
(J “Full and Empty” oxygen cylinder tags 


(1 A 35 mm. sound and color filmstrip, “The Purpose 
and Techniques of Oxygen Therapy” 


(1 A 35 mm. sound and color filmstrip, “Oxygen 
Therapy in Diseases of the Heart and Lung” 


(J The services of an oxygen therapy specialist as 
lecturer and demonstrator 


(7) Assistance of our Oxygen Therapy Consultant in 
evaluating your inhalation therapy program 














“Service is Ohio Chemical’s Most Important Commodity’’ 


<i> 
Oko Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


Ohio Chemical Pacific Company, Berkeley 10, Calif. 
Ohio Chemical Canada Ltd., Toronto 2 
Airco Company International, New York 17 
Cia. Cubaiia de Oxigeno, Havana 
(All Divisions or Subsidiaries of 


Air R 1 Company, Incorporated) 





Ohio: Medical Gases and hospital equipment «+ Airco: Industrial welding and cutting equipment, and acetylenic GRD) 
Chemicals * Purece: Carbon.dioxide, liquid, solid (‘‘Dry-ice’’) « National Carbide: Pipeline acetylene and calcium carbide « Colton © Chemical: Polyvine! acetates, alcohols and other resins. GIRCS) 


APRIL, 1957 


For more information, use postcard on page 133 11 


Le ae 











SR a 2 
+ 
: 


rT Te 


ZeRvIV IT 3rt 


7 











%, 
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Sh ® HOSPITAL ACCOUNTANTS seem to keep their ad- 
800 4 : ministrators or business managers fairly well in- 
os \ formed as a general rule, but some provide more 
i CHARGES (PER BED) information than others. Last month, “How’s 
~ VS. EXPENSES : Business” asked about this and the answers came 
7007 back as follows: 
& 97% provide a statement of Income and Ex- 
4 f pense for the current month and year to date. 
me ed 95% also provide a Monthly Balance Sheet. 
WV In addition to those, 29% provide statements of 
600 4-< Income and Expense for the current month and 
rag a EXPENSES en meneg year to date compared with the budget. 
atten cosas aes CHARGES . 
~-—-—+ == EXPENSES (TOTAL BEDS) 3% prepare annual statements only. 
sincmencnsentien ~ CHARGES (TOTAL BEDS) 
500 ES ee ee a ee | 
o> 2s Foe AM 3 J A S$ OO UN D 
Average Monthly Occupancy SOON WEDD és 0'a0swavanion 78.52 : Average ds “en of Patient Stay 
(on 100 per cent basis) e CD 55'S Wa tawo his cree 77.57 ays) 
POEEENS, wives onendsissei 73.08 MAME 5 vk on cndaaeucah 75.19 May, th ng AO ANES 6.5 
July, 1955 .......e.eeeeeee 72.29 jue POD tack ae cavus eke 77.70 RG; AOSD 65 36Gos0ca0sn' 6.7 
BE TE i coset ces 71.95 Me URE cows cass socese 72.18 jane iad oc aaltes Soka 6.4 
September, 1955 .......... 72.06 AEE a aN 71.82 Aaipiiat 1956... sisis5 koe cies 6.8 
nS ae 74.74 September, 1956 ......... 71.13 September, 1956 .......... 6.8 
November, 1955 ........++ 75.57 OS SS eee 71.59 RO RSE 3 Sa ee 6.9 
December, 1955 .......... 71.64 November, 1956 .......... 75.32 November, 1956 ........... 6.8 
ee OS ere 75.09 December, 1956 .......... 69.33 December, 1956 ........... 6.9 


February, 1956 .......... .. January, ee: 79.19 ey a |) Se 6.8 
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SEP DEC MAR JUN SEP DEC MAR JUN SEP DEC MAR JUN SEP me ae ee 
1954 1955 1956 : Tse a 
Av. Operating Expenses Average Patient Charges Av. Operating Expense Average Patient Charges Per 
Per Occupied Bed Per Month Per Occupied Bed Per Month Per Bed Per Mont (Total Beds) Bed Per Month (Total Beds) 
RRM BOSS ccc ctveccccss ‘ ORS. *. SRE er: -.- -840,93 a ee RE ee - August, 1955 ..cccccccres 6 
September, 1955 . 5 September, 1955 . . ++ -820.97 September, 1955 .. as September, 1955 ... 5 
October, 1955 .. October, 1955 . . 815.82 October, 1955 .. October, 1955 ... 
November, 1955 November, 1955 . 810.10 November, 1955 November, 1955 . 
December, 1955 December, 1955 . 881.58 December, 1955 .. December, 1955 ... 
ery, 1956 January, i956 ... 817.99 January, 1956 gapuery. 1956 
ebruary, 1956 ey ie 798.13 February, 1956 ebruary, 1956 
SL? eee: SS ree 853.22 BEMEGR, SOOO caceccwees .ea March, 1956 ...ccccccccce 672.66 
yr a ee ee oe 857,60 PO SE a ee OT, 2956 sccsrcccose 
Oe rare ED “k'vint bose rsesene 907.29 OO eae ay, 19 ry ee ae 
in BUG: seechesackeus - 835.30 june. | pe 900.00 oe ee june 1956 .. 
0, EOED sccdnbesccavned 895.21 | See 956.77 OR) Tea ? Gly, 1956. cevcccvccecce 
August, 1956 ....cccccces 833.61 August, 1956 ........000. 865.42 August, 1956 .cccccsseses a August, 1956 ......sseee- 624.32 
September, 1956 .......... 974.30 September, 1956 ........ 1028.57 September, 1956 .......... 683.06 September, 1956 ........- 716.95 
Se | ea 871.78 A | ee ree: 939.49 oe Se | eke 630.42 October, 1956 ......cccece 676.03 
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versatility— 
unexcelled durability= with 
American Wheel Chairs 


The most important advantage of the American Wheel Chair Line is its complete 
adaptability to fit varying patient requirements. Almost every patient— 
regardless of size, age, or ailment—can be accommodated by American’s 

basic models, attachments, and adjustments. 


As for durability, American Wheel Chairs are made to withstand constant and 
severe hospital service. You can expect them to last years longer— 
proving to be your finest, most economical wheel chair investment. 


The American line offers a complete selection of models—from standard units to 
Electromatic self-propelled wheel chairs that take the patient virtually anywhere 
that a nurse can—all at the push of a button. 


These superior units are manufactured by American Wheel Chair, 

Division of Institutional Industries, Inc., for distribution to the hospital field by 
American Hospital Supply Corporation. In their design, engineering, and performance, 
they are the finest in the field. They represent another example of American's 
unceasing efforts to ease the burdens of hospital personnel— 

and to reduce the costs of hospital administration. 


10 want the finest The Tri > Mu on back 


rovable Desk ) ose requ itr comfort. Rugged 
m °. Standard R 





American Hospital Supply corporation 


GENERAL OFFICES: EVANSTON, ILLINOIS 


WASHINGTON ¢ DALLAS e¢ LOS ANGELES +e SAN FRANCISCO 
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January 1957 Regional How’s Business Report 
































REGION a a 
NO. OF BEDS 1-100 101-225 226-up| 1-100 101-225 226-up| 1-100 101-225 226-up| 1-100 101-225 226-up 
AV No. OF ADULT 
PATIENT DAYS 1,427 3,676 13,321] 1,443 4,074 8,746] 1,730 3,437 11,156] 1,662 3,608 7,236 
%, of OCCUPANCY 71.16 83.27. 81.73] 71.07 83.11 91.45] 75.17 82.41 74.72] 76.14 75.17 72.42 
BY DEPTS. Per Patient |Day Per Patient|Day 
Administration 3.65 3.50 4.75] 2.27 2.70 1.99] 2.07 2.69 241] 2.60 2.36 3.25 
Dietary 3.82 3.75 4.31) 2.64 2.88 2.86) 2.81 2.98 2.93] 2.75 2.71 3.38 
Housekeeping 1.46 aa £02 7 11 98 83 99 1.02 93 77 1.30 
Laundry 72 72 57 Al 50 47 47 50 .63 62 44 39 
Piant Operation 1.88 2.38 3.16] 1.37 1.77 1.51] 1.62 1.50 1.52] 1.53 Ltt 1.45 
Medical & Surgical 81 1.33 2.31 97 <97 1.22 92 1.47 1.70 1.04 1.07 4.30 
O. R. & Del. Rms. 1.69 1.65 1.73 65 1.05 1.14 75 1.91 1.67] 1.74 1.27. 2.50 
Pharmacy 93 1.26 91] 1.25 92 1.10] 1.35 1.35 17] 1.63 1.66 1.75 
Nursing 7.29 6.97 647) 5.54 557 487) 4.32 5.34 5.16] 4.45 5.24 2.87 
Anesthesia 1.07 1.05 1.08 35 58 75 40 73 30 .66 31 68 
Laboratory 1.32 1.65 1.91] 1.08 1.62 1.21 60 1.40 1.44] 1.24 1.40 1.84 
‘Xray 1.52 1.78 1.41] 1.09 1.28 1.01 88 1.35 1.38] 1.24 1.08 1.18 
Other expenses 79 58 92 27 1.41 95 55 1.05 1.47 46 37 .60 
TOTAL EXPENSES 34.888 103,648 434,922| 26,195 91,854 179,613] 29,434 79,249 260,658] 34,643 72,481 188,744 
TOTAL CHARGES 
TO PATIENTS § 37,062 111,877 432,104] 29,176 97,627 221,899] 32,593 89,421 293,691] 40,777 88,172 230,987 
OPERATING INCOME 
PER PATIENT DAY 25.97 30.43 32.44] 20.22 23.96 25.37] 18.84 26.02 26.33] 24.53 24.44 31.92 
OPERATING EXPENSES 
' PER PATIENT DAY 25.85 28.20 32.65) 18.15 22.55 20.54] 17.01 23.06 23.36] 20.84 20.09 26.08 
ni, Nodgre Basse | Hany igwe, Mn mee. | Agee Gra’ ge : 
NO: OF BEDS 1-100 101-225 226-up]| 1-100 101-225 226-up} 1-100 101-225 226-up]| 1-100 101-225 226-up 
AV No. OF ADULT 
PATIENT DAYS 1,466 4,014 9,100] 1,399 3,608 9,619 804 3,362 8,977] 1,336 3,701 7,443 
‘yo of OCCUPANCY 80.85 85.33 87.07] 75.21 84.04 89.37] 66.52 72.43 76.27] 75.39 80.58 87.56 
BY DEPTS. Per Patient] Day Per Patient|Day 
Administration 2.95 2.35 3.19] 1.95 1.98 2.12] 2.00 2.71 3.22] 3.90 4.42 3.93 
Dietary 2.97 3.07 3.41] 2.17 3.03 2.60} 2.91 3.44 3.58] 3.57 3.84 2.94 
Housekeeping 1.01 1.10 1.40 74 91 1.10 .67 1.01 1.32 1.44 1.73 1.53 
Laundry .70 59 55 57 5l 53 80 75 45 97 89 62 
Plant Operation 1.80 1.64 1.93] 1.19 1.48 1.44] 1.34 1.66 1.29] 2.16 1.76 1.92 
Medical & Surgical 1.03 1.81 1.79 .60 82 1.90} 1.00 99 1.57] 1.36 2.08 1.76 
O. R. & Del. Rms. 1.56 1.50 1.58 89 1.57 1.25] 1.63 2.10 1.79] 3.09 2.89 2.21 
Pharmacy 1.50 1.17 1.28] 1.45 1.27 1.39) 1.31 1.67 1.63] 1.86 1.70 1.10 
Nursing 6.75 5.87 5.30] 5.53 5.59 4.27] 5.92 6.63 7.26| 9.50 8.01 7.99 
Anesthesia 65 5l 44 35 31 65 .63 1.21 15 05 AT 45 
Laboratory 1.26 1.68 1.94 99 1.22 1.37 85 2.38 1.95] 2.26 2.45 2.18 
X-ray 1.81 1.63 1.39 60 1.13 1.04 74 1.90 1.39] 1.83 1.82 1.67 
Other expenses 48 50 1.03 52 49 40 20 44 8] 1.19 1.13 2.05 
TOTAL EXPENSES 34824 91,876 243,938] 24.310 74,019 197,836] 15,492 90,616 241,702] 44,301 121,621 224,622 
TOTAL CHARGES 
TO PATIENTS © 37,928 107,715 269,920] 29,452 83,119 230,972] 18,415 103,851 262,563] 47,529 128,950 250,297 
OPERATING INCOME 
PER PATIENT DAY 25.87 26.84 29.66] 21.05 23.04 24.01] 22.90 30.89 29.25] 35.58 34.84 33.63 
OPERATING EXPENSES 
PER PATIENT DAY = = 23.75 22.89 26.81] 17.38 20.52 20.57] 19.27 26.95 26.93] 33.16 32.86 30.18 
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HOSPITAL MANAGEMENT 


Al 


























THEY’RE PLANNING A HOSPITAL 


NEW COLOR FILMSTRIP SHOWS HOW ALOE EQUIPMENT PLANNING SERVICE 


CAN SIMPLIFY YOUR EQUIPMENT PLANNING 

Whether you are building, remodeling or 
refurnishing, in just 20 minutes this new 
Aloe filmstrip will simplify your task. 





In full color, it quickly explains how other Pa 
leading hospitals have taken advantage r 
of the complete Aloe Equipment Planning Es 
Service to insure the most in efficiency, 13 


utility and colorful beauty, at lower cost. 


The filmstrip describes in detail the 
systematic, coordinated plan of assistance 
that Aloe offers from the beginning of 
your program, with sustained service 
following completion. Backed by 
experience in equipping over 400 new 
hospitals, Aloe can relieve you of many 
of the details of planning your 

equipment requirements. 


if 


raises wseen ces omy oe 
= cd M 


Mail the convenient coupon today to 
reserve a showing date, without cost or 
obligation, of course. Available to 
administrators, architects, hospital 
boards, and consultants. 














Equipment Planning Service 
Dept. 102 

A. S. Aloe Company i 
1831 Olive Street, St. Louis 3, Missouri 


We would like to see your new color filmstrip: 


& ® & * A L re ) £ Cc & A PA oe Y 1831 OLIVE ST. (place) (time) (hour) 


14 FULLY STOCKED DIVISIONS COAST-TO-COAST ST. LOUIS, MO. Name. 











Title 
Hospital 














Street 








City & Zone State. 
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At the 


Operating Room 
Supervisors 
Convention 


Central supply and operat- 
ing room personnel stop- 
ping at the Diack booth in 
Los Angeles again expressed 
their confidence in everyday 
use of Diack Sterilizer Con- 
trols. 


Several people told us that 
whenever their autoclaves go 
out of repair or someone 
has rolled the packs too 
tightly the Diacks show up 
this defect, immediately. 


Yes, they use culture tests 
periodically but they depend 
upon Diacks to give them an 
immediate answer to their 
question. 


SMITH & UNDERWOOD 


Royal Oak, Michigan 
SOLE MANUFACTURERS 
Diack and Inform Controls 


SINCE 1909 
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Hospital Accounting 


with Professor T. LeRoy Martin 


LIFO and FIFO 


Inquiry: Is the LIFO (last-in- 
first-out) method of inventory 
which is receiving so much at- 
tention in newspaper articles ap- 
plicable in any way to hospitals? 


| Comment: While the LIFO method 


of inventory valuation is more im- 
portant in commercial and indus- 


| trial concerns which have a mate- 


rial amount of merchandise or ma- 


| terials for sale, it has an applica- 
| tion in accounting for inventories 
| of supplies. The method could be 


| applied to hospitals in accounting 


for supplies used, but has very lit- 


| tle significance value-wise because 


the dollar amounts involved are 
not relatively large enough. The 
generally accepted method of valu- 
ing the inventory of supplies is 
based on the FIFO or first-in-first- 


out method of pricing. This meth- 
od assumes that the supplies first 
purchased are first used and in this 
respect usually approximates what 
actually takes place in the use of 
the physical units of supplies. Even 
in periods of generally increasing 
prices it is not likely that the cost 
increase of a particular kind of sup- 
ply will be sufficiently great be- 
tween the time of the most recent 
purchase and the time of purchase 
of the oldest unit on hand to make 
any appreciable difference whether 
the cost of supplies used is based 
on the unit price of the newest or 
oldest. The following very brief de- 
scription of the mechanics involved 
in a perpetual inventory system 
using the LIFO method should 
make the application clear: 


| Assumptions: January 1, 1957 Inventory of Item X is 500 pounds which cost 
$1.30 a unit, total value $650.00. 
Purchase in January, 700 units at $1.40 per unit. 
Used in January, 400 units. 

Computation of Cost in Units Used in January and Inventory Value, Jan- 


uary 31: 


| Units used in January, 400, priced at the last purchase price per unit, $1.40, 
produces a cost of $560.00 of supplies used. 
The units in inventory are priced as follows: 





500 units at $1.30 per unit ... 
300 units at $1.40 per unit .... 


Total Inventory Value, Jan. 31 


Proof That Total Cost is Accounted For: 
Soy oe ees, SR Ae EO rR $ 650.00 


Inventory, January 1, 1957 


Purchases for January, 700 units at $1.40 per unit ........ 


TERE A sa oS A wks cows cos 
Cost of Supplies Used priced on LIFO method (see above) 


Balance in Inventory, Jan. 31 


On the basis of first-in-first-out 
valuation, the inventory on Janu- 
ary 31 would be composed of 100 
units at $1.30 left from the begin- 


ning inventory plus 700 units pur- 


| chased in January priced at $1.40, 


| or a total value of $1,110.00, a dif- 


| ference of $40.00. 


For more information, use postcard on page 133 


po Wie alae tehiin aia o eia/s\eo o's oie ess $ 650.00 


420.00 
fhe Date aN tiale ac aie ag So $1,070.00 


980.00 


SU ey Eee eee pee $1,630.00 


560.00) 





Vaiiy Pedi a eM oR Cen PORT, RA» $1,070.00 





Inquiry: Are the accelerated de- 
preciation methods used by busi- 
ness organizations applicable tv 
hospital property? 
Comment: _Certain methods of ac- 
celerating the charging off of depre- 
ciation on new equipment are per- 
mitted for purposes of computing 
income tax payable by profit mak- 
ing organizations. Since non-profit 
corporations are not subject to in- 
come tax the new methods of com- 
puting depreciation are neither ap- 
plicable nor desirable. bd 
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Washington Bureau Reports 





by Walter N. Clissold 





No Presidential Health Message 


Medicare Interpretations 


Little, if any, consequential health legislation will 
pass Congress this session, unless the scene changes 
radically. 

1) No Presidential Health Message this year. This 
break with precedent is understood to stem from fact 
that a major portion of the President’s health program 
was enacted last Congress. Perhaps time is needed to 
consolidate gains. 

2) Only major health legislation proposals expected 
from the Administration are: a) aid to medical schools; 
and b) some measure to broaden voluntary health in- 
surance coverage. 

e 

On the other hand — there may well be considerable 
activity in the area of putting into effect many of the 
“Hoover Commission” recommendations for improving 
government efficiency and easing government compe- 
tition with private industry. 

Ex-President Hoover told a breakfast meeting, held 
during the 3rd National Reorganization Conference (on 
the Hoover Report), as much. American Hospital As- 
sociation was represented by Dr. Jack Masur, chief 
of the National Institute of Health’s Clinical Center. 
Your reporter was there on behalf of the National Con- 
ference of Business Paper Editors. Blue Cross president 
Dr. Basil MacLean spoke during the Reorganization 
Conference, warning against “bureaucratic medicine,” 
and estimating that nearly 30 million citizens either 
depend on, or could use if desired, government medical 
facilities. 

® 

Good Shepherd Nursing Home, St. Louis, Mo., ob- 
tained a $51,000. (25% bank participation) loan from 
the Small Business Administration. 

® 

Legislation to help expand voluntary health insur- 
ance coverage to folks in rural areas, older persons 
and low-income groups seems quite likely. The idea 
has support from both parties in Congress, as well as 
the Administration. Final answer probably will be a 
combination of the twice-rejected “reinsurance” plan, 
a pooling of resources by smaller insurance concerns, 
and grants to the states which would permit insurance 
purchases according to income level. HEW Secretary 
Folsom has quite forcefully rejected proposals for 
government paid hospitalization at age 65 for OASI 
beneficiaries. 

e 

We pulled a boo-boo. Sorry. Correct figures on H-B 
budget requests for fiscal 1958: “old” program, $90 mil- 
lion; “new” categories, $30 million (diagnostic and 
treatment, and chronic disease centers, $10 million 
each; nursing homes, and rehabilitation centers, $5 mil- 
lion each). Research remains at $1.2 million. Used 
wrong table! 
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People >HEW Secretary Folsom has received an hon- 
orary doctor of laws degree from Rollins College, Win- 
ter Park, Fla. >Dr. Aims C. McGuinness, recently 
named special assistant for health and medical affairs 
to Mr. Folsom, was director of Children’s Hospital, 
Philadelphia, 1948-51. > Dr. Justin M. Andrews now 
head of the National Institute of Allergy; formerly as- 
sociate program chief of PHS’ Bureau of State Serv- 
ices. > Dr. Burney’s interim appointment as PHS Sur- 
geon General has been confirmed by the Senate. > Jerry 
Stapp has joined the staff of Sen. Lister Hill, succeeding 
Charles Brewton, who, after 14 years with the Senator, 
resigned to become associate director, Joint Committee 
on Mental Illness and Health, Boston. > The President 
accepted “with deep regret” the resignation of Dr. Her- 
old C. Hunt as Undersecretary of HEW, to return to 
“teaching commitments” at Harvard. 

. 

Interpretation of Medicare — Joint Directive for Im- 
plementation of the Dependents’ Medical Care Act — 
has been issued by the Office of Dependent Care of the 
Army. Involved are such matters as: the basic inten- 
tion of the program that care be given in semiprivate 
rooms (2-4 beds), through private physicians; ward 
care may be given in pediatrics, and in other cases 
where ordered; identification can be established (until 
identification cards are more generally available) by 
having dependents complete Parts I and II of DA Form 
1863; an eligible hospital is defined as one providing 
24-hour nursing service, among other qualifications, 
with one graduate registered nurse assigned to duty 
at all times; and maternity care may be given unmar- 
ried daughters or step-daughters, but not illegitimate 
offspring. 

8 

Change in Medicare regulations: hospitals and labs 
will submit bills for outpatient treatment of military 
dependents to the government separately from bills 
rendered by attending physicians. 

. 


Applications are now being accepted from public 
health workers, or those interested in getting into the 
field, for graduate or specialized training for the 1957- 
58 academic year. Detailed information available from 
PHS’ Bureau of State Services, Division of General 
Health Services, HEW. 

» 

Federal Housing Administration is considering pos- 
sibility of mortgage loan guarantees to nonprofit hospi- 
tals, for building nursing homes not physically con- 
nected with the hospital. FHA has some authority in 
this realm since it is supposed to be doing something 
about expanding housing for the aged. While the law 
doesn’t specify nursing homes, facts are there are many 
bed-ridden oldsters who need custodial care, at least. = 
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ALABAMA 


. .Durr Surgical Supply Co. 

.. . General Surgical Supply Co. 
an ntwerp Surgical Supply Co. 
. Durr Surgical Supply Co. 


.K-B-T Surgical Supply, Inc. 
outhwestern Surgical Supply Co. 
outhwestern Surgical Supply Co. 


RKANSAS 
Little Rock 

CALIFORNIA 
Burbank 


. Matthay Hospital a 4 ~ 
R. L. Scherer Co. 
Walters-Modern —_— Supply 


. Western Surgica Supply om 
Oakland. . Bischoff's 
Sacramen ...Eugene Benjamin & Co. 
Sacramento. estern Surgical Supply > 
San Bernardino. 
San Diego. . 
San Francisc 
San Francisco. 
San Francisc 
San Francisco. 
San Francisco. 


Hibbard Medical & Surgical Supply Co. 
Western Surgical Supply Co. 
Bischoff's Surgical House 
COLORADO 
Denver. ...A.S. Aloe Co. 
Denver. ge Berbert & Sons 
CONNECTI 
Hartford Connecticut Hospital Equipment & Supply Co. 
Hartford. . D. G. Stoughton Co. 
DISTRICT OF COLUMBIA 
NN Ces .5 wi ks 5 enki aw esekaneee A. S. Aloe Co. 
Washington American Hospital Supply Corp. 
FLORIDA 
Ft. Lauderdale 
Jacksonville. . 


MAJOR EQUIPMENT DEALERS : 


GEORGIA 
American traded Supply Corp. 
Surgical Selling Co. 
urgical A SuPgty. ta Inc, 
- loe Co. 
Hospi ‘iat Supply Corp. 
.Wachtel’s Physicians upply Co. 


Intermountain Surgical Supply Co. 


The Burrows Co. 

Clark Linen and Equipment Co. 
.. Colonial Hospital Supply Co. 
.Debs Hospital Supplies, = 
Mills Hospital Supply Co. 
American Hospital Supply Corp. 
uck & Eaton, Inc. 


Wayne Pharmacal Supply Co. 
Midwestern Hospital & Surgical Supply Co. 
Curtis & French, Inc. 


South Bend. 
Terre Haute 


OWA 
Sioux City 
KANSAS 


Gaynor-Bagstad Co. 


Coe Surgical Supply Co. 
Wichita Mid-West Surgical Supply Co. 
KENTUCKY 
Lexington Kay Surgical, Inc. 
Louisville The Crocker-Fels Co. 
LOUISIANA 
New Orleans 
New Orleans. . 
New Orleans... 
Shreveport. . 
Shreveport. . 
Shreveport 
MAINE 
Portland 
MARYLAND 
Baltimore 
Baltimore 
MASSACHUSETTS 
LESS Serta ee ee T. J. Noonan Co. 
Boston.. 
Boston.... Surgeons & Physicians Supply Co. 
Lawrence. . Professional & Hospital Equipment Co. 
Lowell Medical Instrument Co. 


Rupp and Bowman Co. 
...The G. A. Ingram Co. 
re A. Kuhiman & Co. 
Medical Supply Corp. ¢ Detroit 
Ferndaie. Ferndale Surgical Co., Branch of The J. F. Hartz Co. 
Grand Rapids Medical Arts Supply Co. 
Noble-Blackmer, Inc. 
MINNESOTA 
Minneapolis 
Minneapolis... 
Minneapolis... 
Minneapolis. 


MISSISSIPPI 


Jackson. 











HYDRAULIC TABLE CONSULTANTS 


MISSOURI 


Joplin 
ee City. 


Kansas City... 
Kansas City... 


St. — é 
St. Louis... 
St. Louis. 
St. Louis. 
St. Louis 
MONTANA 
se rg 
But 


Las Vegas 
NEW JERSEY 
- Orange 


NEW MEXICO 
Albuquerque 
NEW YORK 


BMA ceasscrasss 


Asheville 

Charlotte. 

Durham.. 

Greensbor 

—— oye 
HIO 


OKLAHOMA 
Oklahoma City 


Oklahoma City. 


Portland... 


"Samed Niemer = 

C. W. Alban & Co. 

A. S. Aloe Co, 

Hamilton-Schmidt Surgical Co. 
Charles A. Schmidt Instrument Co. 


Northwest Surgical Supply 
Harrington Surgical Supply 


Crosby Surgical Company, Inc. 
Western Surgical Supply Co. 


Hospital Equipment Corp. 
Garrett Byrnes & Son 


Southwestern Surgical Supply Co. 


Sioa. oneal tations T. J. Noonan Co. 


Adelphi Surgical Company, Inc. 
.Edward Weck & Company, Inc. 
...Kloman Instrument Co. 

Will Ross, — 


Wachtel’s, Inc. 

Winchester Surgical Supply Co. 
..-Carolina Surgical Supply Co. 
. .Winchester-Ritch Surgical Co. 
Carolina Surgical Supply Co. 


: {Continental Hospital Service, Inc. 


...Radebaugh- -Fetzer Co. 
..Schuemann-Jones Co. 
olumbus —— Supply Co. 
Wendt-Bristol Co. 


Solumbus Hospital Supply Co. 
.The Rupp & Bowman Co. 
Lyons Physician Supply Co. 


Melton Company, Inc. 


Mid-West Surgical Pins 9) § Company, Inc. 


Forsythe, Inc. 
Melton-Myers, Inc. 


ee & Co. 
. Shaw Surgical Co. 
. . Surgical Sales. Inc. 





PENNSYLVANIA 


TENNESSEE 
Chattanooga 
Knoxville 
Memphis. .. 
Memphis.... 
Nashville. 
Nashville. 


Amarillo 
Amarillo. . 


Fort Worth. 
Houston. . 
Houston... 
Houston. . 
Houston. . 
Houston. . 
Houston. . 
Lubbock. . 
San Antonio. 
Wichita Falls 


TAH 
Salt Lake City 
Salt Lake City 
VIRGINIA 
Newport New 


Richmond 
Richmond 


WASHINGTON 


a 


WEsT VIRGINIA 


Charleston 


D | e 
Shampaine 
3 


Kreiser Surgical, Inc, 
Kreiser’s, Inc. 


Fillauer Surgical Supplies, Inc, 
...Massey Surgical of Knoxville 
Kay Surgical, Inc, 

... Mills tiosprtal Supply Co. 
‘Massey Surgical Supply, Inc. 
ply Company, Inc. 

Innodere Tafel Co. 


Inc. 
k, Inc. 
gical & 
loe Co. 
American Hospital ta Corp. 
mere’ x oe Co. 
eller & Co. 
. Stanley Supply vary Inc, 
Southwestern Surgical Supply Co. 
Debs Hospital upplis 

Terrell Supply Co. 
Gulf States Hospital Supply Co. 
W. A. Kyle Co. 
Riegices V. Mueller & Co. 
Pendleton & Arto, Inc. 
Ryan and Smith Co. 
urgical Selling Company of Texas 
Hunter Hospital Supply, Inc. 
Noa Spears Co. 
W. S. White Co. 


The Physicians’ Supply Co. 
Surgical Supply Center 


Seaboard Surgical one Inc. 
Norfolk. . Powis & Anderson Surgical Instrument 


Powers & Anderson, ine. 


S. Aloe Co. 

Biddle & eum Co. 

‘Shaw Supply Company, Inc. 
Shipman Surgical Co. 

Doctors & Hospital Supply, Inc. 
.. Spokane Surgical Supply Co. 
.. Shaw Supply Company, Inc. 
Shipman Surgical Co. 


Kloman Instrument Company, Inc. 


.. Kloman Instrument Company, Inc. 


Lunenschloss Hospital conement Co. 


Will Ross, Inc. 











Consulting 








Medical Staff Appointments 


QUESTION: Our medical staff 
insists that a physician can nei- 
ther be accepted nor rejected by 
the Board of Trustees of our 
hospital without reference to the 
medical staff. We disagree with 
this attitude but would like to 
have your comments on it. 


ANSWER: The attitude of your 
medical staff is insulting to the in- 
telligence and to the integrity of 
the citizens who compose your 
Board of Trustees. 

The medical staff is competent to 
pass judgment only upon the pro- 
fessional qualifications of a physi- 
cian. This is what is meant by 
“judgment of one’s peers”. 

There are personal attributes of 
an individual person, physician or 
layman, that your Board of Trus- 
tees is eminently qualified to judge 
as citizens. 

Although a physician may be 
highly competent from the profes- 
sional and technical points of view, 
he may have certain characteristics 
that make him an undesirable can- 
didate for appointment to the medi- 
cal staff. Thus, an income tax 
dodger, an alcoholic, a drug addict, 
an immoral person, a _ notorious 
trouble maker, an unsympathetic 
person, or a person who simply 
would not fit into the pattern of 
hospital organization can be re- 
jected by the Board of Trustees 
without reference to the medical 
staff, The appreciation of these per- 
sons is well within the purview of 
any intelligent citizen. It is incum- 
bent upon the trustees to manage 
the hospital well and they have a 
right and a duty to eliminate fac- 
tors that might create strife in a 
hospital. 

Thus, a notorious anti-Semitic 
would hardly be conducive to har- 
mony in a Jewish hospital, an out- 
spoken advocate of birth-control 
would be out of step with the phi- 
losophy of a Catholic hospital and 
an active proponent of euthanasia 
would have everyone on edge in 
any hospital. 

As to the matter of acceptance of 
a physician without reference to 
the medical staff, this should not be 
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with Dr. Letourneau 


done but, in the event of rejection 
of a physician by the medical staff 
without just cause, the Board of 
Trustees is justified in seeking 
medical advice outside of its own 
hospital staff and acting upon it. 

Thus, a Board certified specialist 
in surgery was rejected by the 
medical staff on the grounds that 
his presence in the hospital would 
injure the surgical practices of 
some of the members of the staff. 
The Trustees appealed this recom- 
mendation to a hospital consultant 
who advised that the trustees owed 
no duty to the medical staff to 
safeguard their vested interests, 
but did owe a duty to the commu- 
nity to secure the most qualified 
surgeons to practice in the institu- 
tion. The Trustees appointed the 
certified surgeon over the wishes of 
the medical staff. 


Ordinarily, once the Board of 
Trustees has passed the applicant 
as a citizen, the application is then 
referred to the medical staff and 
its various committees for determi- 
nation of his professional qualifica- 
tions and recommendation for ap- 
pointment and privileges. 


Drunks in Emergency Room 


QUESTION: Because of limited 
jail facilities, the police in our 
town have a habit of bringing 
drunks to our _ hospital and 
“dumping” them onto us. What 
steps can be taken to prevent 
this? 


ANSWER: First of all, a physician 
should be called to rule out the 
possibility of organic disease. Once 
the physician has declared that the 
patient’s only illness is alcoholic in- 
toxication, the police should be so 
informed and requested to dispose 
of the patient. Most hospitals pro- 
vide a room in the emergency de- 
partment where the drunk can 
“sleep it off”. 


Nurses Observation 


QUESTION: Our hospital is so 
short of registered nurses that 
we have been obliged to turn 
over some of the charting on 





the patient’s record to nurs 
aides and attendants. Ours is 
small rural hospital and the: 
are no other registered nurse 
available in our general area. 
our procedure acceptable? 


nae 2 w 


ANSWER: Under the circurm- 
stances you have no choice but io 
record patient observations by the 
best persons whom you have avaii- 
able. Many hospitals are facing this 
problem all over the country and, 
as long as you have made every 
effort to obtain registered nurses, 
you are rendering the best possible 
nursing service that you could 
under these circumstances. 

One precaution should be taken. 
Physicians should be advised that 
the observations which are recorded 
on the patient’s charts are those 
made by nurse’s aides or attendants. 
Some method of identification of 
these persons should be devised so 
that the doctor will know the quali- 
ty of the person who made the ob- 
servation. In this way, the physi- 
cian will not assume that the obser- 
vation was made by a registered 
nurse when, in fact, it was made 
by a person with limited training. 
With this knowledge at hand, the 
physician will simply have to ad- 
just his method of practice to com- 
pensate for lack of quality in his 
assistants. 


Combination of Medical Records 


QUESTION: Our new adminis- 
trator wants to make the medical 
records department responsil'e 
to the business office for all of * 
statistical reports. Is this feasibi 


ae) 


ANSWER: In smaller hospitals, t!:'s 
arrangement has been found to »e 
satisfactory where it is necessa y 
to combine the jobs of medical re:- 
ords librarian and office manag:r. 
There are variations of this < 
rangement. In some instances, t. 
medical records librarian may | 
primarily responsible for the mec 
cal records but may also have oth 
duties such as the admission of p: 
tients, and other office responsibi!.- 
ties. The combination is feasible bit 
it is usually a matter of circum- 
stances and of personalities. a 
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These Two Accessories 
Increase the Effectiveness of your 


Armstrong X-4 Incubators 
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> @ Designed for operation on the Armstrong + 

X-4 Baby Incubator, this new style nebulizer a 

: can be installed in 15 minutes. Its use does not t 

: alter or change the safety features of the incu- ir 

; bator in any way. The nebulizer makes it 

, — to limit the oxygen concentration 

1 owing into the incubator to 40%. The nebu- 

a lizer also provides these additional advantages t 

. | to the incubator operation: t 

Oo Supersaturated atmosphere with HIGH + 

: oxygen concentration. +. 

- Supersaturated atmosphere with LOW oxy- 4 
gen concentration. 7 
Supersaturated atmosphere WITHOUT i 
OXYGEN through compressed air. 5 
Controlled administration of wetting q. 
agents, detergents or other medication. t 

1 We'll gladly send a complete descriptive folder 

: which explains how easily this nebulizer can 

e be installed on your present Armstrong X-4 

s Incubators. 

r 

. 
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y 

; GORDON ARMSTRONG 

e 

; Co., INC. 

r 

2 517 Bulkley Bldg., Cleveland 15, Ohio, U.S. A. 

‘ Cleveland Telephone CHerry 1-8345 
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AFTER ALMOST 
FIVE YEARS OF 
INVESTIGATION 
AND EXTENSIVE 
CLINICAL USE 
(MILLIONS OF 
PRESCRIPTIONS) 
THERE HAS NOT 
BEEN A SINGLE 
REPORT OF 

A SERIOUS OR 
FATAL REACTION 
TO ERYTHROGIN 





J IN ANTIBIOTIC 





Filmtab — Film-sealed tablets, Abbott; pat applied for. 
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This remarkable safety record stands un- 
paralleled in systemic antibiotic therapy 
today. In addition to being an unusually 
well-tolerated drug... ERYTHROCIN (com- 
pared to most other commonly-used anti- 
biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 
icity, ERYTHROCIN is effective in the great 
majority of common, bacterial respiratory 
infections. In speaking of pneumonia, Her- 
rell said, “the lack of toxic manifestations 
following administration of erythromycin 
today actually favors its use over that of 
the broad-spectrum antibiotics in the treat- 


Lr 


ment of this infection. 


While discussing purulent cellulitis and 
sepsis due to staphylococci, Eastman, et al., 
mentioned erythromycin as a drug of first 
choice in treating these conditions.’ 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.” * 


THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


Erythrocin 





STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
Inc., 1955. 2. Eastman, G., Cook, E. and Bunn, P., 
N.Y State J. Med., 56:241, 1956. 3. Solomon, S. 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 


Obbott 


For more information, use postcard on page 133 
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Guest Editorial 





President 

The National 
Paralysis 

New York 


by Basil O’Connor 


Foundation for Infantile 


The Road Ahead in the Polio Fight 


.¥ HE history of the conquest of portunity for rehabilitation, con- finishing the winning battle against 


paralytic polio is still being written. 
The inroads of the disease have 
been reduced by the Salk vaccine 
but the battle is by no means over 
yet. As one who has been engaged 
in the fight for 33 years, I cannot 
too strongly emphasize that this is 
no time for complacency or thought 
of retirement from the field. This 
view, I am sure, is shared by our 
leading scientists, by many physi- 
cians, hospital and public health 
authorities and the thousands of 
volunteer workers who constitute 
the National Foundation for Infan- 
tile Paralysis. 

Even though a safe and effective 
vaccine for the prevention of para- 
lytic polio has been found — ex- 
perience up to now indicates that 
the Salk vaccine, properly admin- 
istered, is about 90 percent effective 
— and even though there is more 
than enough vaccine for all who re- 
quest it, polio is still with us and 
more may be expected in 1957. Not 
enough people have started their 
series of three shots. Thousands are 
crippled by past epidemics and the 
hopeful techniques of rehabilitation 
for polio-stricken patients have not 
yet been made available to all who 
could benefit by them. 

The picture is far from black, 
however. It is gratifying that so 
much has been learned in the con- 
centrated fight against polio — par- 
ticularly in the areas of virus re- 
search and rehabilitation. It is 
significant that this knowledge has a 
far wider application in the preven- 
tion and treatment of disease other 
than polio. But these gratifying 
facts must not blind us to the im- 
mense and costly tasks immediately 
ahead: more vaccination, wider op- 


tinued research and _ professional 
and public education. 


Since 1938, when the National 
Foundation for Infantile Paralysis 
was founded, polio has struck over 
400,000 Americans. At the begin- 
ning of this year (1957), we esti- 
mate, the disease had left, 80,000 
physically handicapped people in 
its wake. The patient aid program 
of the National Foundation, through 
which over a quarter of a billion 
dollars has been expended since 
1938, has already done much to help 
these people. But we know that 
there is still more that can be done 
for a great many of them. The po- 
tentialities of rehabilitation have 
only begun to be widely and effec- 
tively exercised. 


While we can be pleased with 
what has already been accomplished 
in the way of vaccinating many 
Americans, especially children, 
against the risk of paralytic polio, 
we must at the same time soberly 
realize that this task, too, has only 
been well started. Since April, 1955, 
when Salk vaccine was first re- 
leased for use, approximately 43,- 
000,000 people have received one or 
more injections. Very few have re- 
ceived the full course of three in- 
jections that offers the highest 
available protection against polio 
paralysis. 

To reduce paralytic polio attacks 
in the United States to the barest 
minimum — that is, virtually to 
wipe out the disease, — it is essen- 
tial that everyone up to age at least 
35 get three injections of vaccine. 
This means 97 million people; 291 
million “shots” of vaccine. We are 
at least 200 million shots short of 


paralytic polio. 

The greatest gap in protection 
against paralytic polio is among teen 
agers and young adults. Most of 
these people do not realize they are 
in a vulnerable group. We must do 
everything in our power to speed 
and encourage people in their teens, 
twenties and thirties to get vac- 
cinated before the next polio season 
inexorably rolls around. The com- 
parative incidence of paralytic polio 
among patients over twenty has 
been increasing year by year; today 
one case in every four strikes in 
this age group. Patients in this age 
group are generally more severely 
stricken and disabled than younger 
patients. 


But there is a brighter side, also, 
to the polio picture. It is worth not- 
ing that sparked by vaccine research 
and experience in the United States 
(with a generous assist from Can: 
dian workers), the hope of event: 
ally eliminating paralytic polio i 
now worldwide. Among the foreiz 
countries that have actively dev: 
oped vaccination programs are Den- 
mark, Sweden, Norway, Westc: 
Germany, England, Australia, Sovi 
Africa, France, Argentina (wh : 
was struck by a serious polio e)i 
demic in 1956) and Brazil. 

The National Foundation for | 
fantile Paralysis has long sou:! 
and given international cooperat: 
in meeting polio problems. It | 
sponsored three and is planning 
fourth (Geneva, 1957) internatio: 
poliomyelitis congress. 

In the United States paraly i 
polio was cut almost in half in 1£5 
— a most dramatic decline in 
single year in the incidence of ai:y 
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Purkett’s New 12-Ring 72-inch 
Pre-Drying Conditioning Tumbler 
Shatters ALL Past Performances! 





20% 


(20% moisture content 
removed in only 5 
min. tumbling time. 





35% more heating coil 
surface. 


2—8” vents eliminate 
the heat and lint 
output menace. 








5” Blower more powerful 
... 1750 C.F.M. 


Uses only 7 B.H. P. per hour. 


(stingiest power user you ever saw) 
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These are some of the sensational improvements in 

the new 72” PCT* making it positively essential 

for top operating efficiency in large flatwork and AA 

garment conditioning operations. Wat 35% more heating 
surface with the 

And the beauty of it is that there are optional fea- : new 12-ring coil 


tures to suit the individual needs of each plant. Be may =©=—-construction. 
For example: If you do not need as heavy a heat if 

volume as supplied by the 12-ring coils, you may 

still have the popular 9-ring coil tumbler. 


Or again, if you do not need the two 8-inch moisturc 

and heat vents, your PCT* can be furnished with Of Unloading position 

perforated metal doors. é . % shows powerful 
s . 5” Blower; also re- 

ALL of the features of the PCT* fully described in 4 +, } movable cleaning 

a new folder which we shall be glad to send upon ’ = “door” to get to 


request. Write for your copy today. “8 @ coils. 
* PRE-DRYING CONDITIONING TUMBLER 
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$ 


Purkett equipment is sold by ALL Major Laundry Machinery Manufacturers and by 


PURKETT MANUFACTURING COMPANY 


Joplin, Missouri 


DEPENDABLE PRE-DRYING CONDITIONING TUMBLERS 
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ALTERNATING PRESSURE POINT PADS 


prevent and help heal 


PRESSURE SORES 





This open decubitus | 
ulcer healed | 


on an APP pad 


























Your threatened and existing 
cases of pressure sores need not 
be a problem. APP units will pre- 
vent and help heal them. 


Body pressure points of patients 
are automatically changed every 
two minutes to maintain circula- 
tion and prevent tissue tenderness 
or breakdown. Patients are more 
comfortable and do not need 
frequent turning or massage. 
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Thousands of APP units 
are now used in general and 
veterans’ hospitals. Units 
are available for standard 
beds, respirators and wheel 
chairs. 


805 Hippodrome Building, Cleveland 14, Ohio 


w tet | 
Manufactured by AIR MASS, INC 


Cleveland 10, Ohio 
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disease. Approximately 16,000 new 
cases of polio, paralytic and non- 
paralytic, were reported. This was a 
little over half the figure of the pre- 
vious year (1955) and only 42 per- 
cent of the previous five-year aver- 
age number of cases. The experts 
remind us, however, that we do not 
know the precise extent for which 
the use of polio vaccine was re- 
sponsible in the 1956 reduction in 
polio incidence. Yet the indications 
are that it played a big part in cre- 
ating protection. 

The state of our knowledge about 
polio and many other virus diseases 
is immeasurably advanced beyond 
what it was in 1938, the birth date 
of the National Foundation. We do 
not yet know exactly what en- 
genders a polio epidemic or why the 
disease, in general, follows a pat- 
tern of seasonal incidence. But we 
have reached new frontiers of 
knowledge about prevention, treat- 
ment and rehabilitation. 

I would not attempt to summar- 
ize, even if I were professionally 
qualified, the scope and breadth of 
new knowledge about polio and 
kindred diseases that has been ac- 
cumulated in just the last five or 
six years. I am advised that a bibli- 
ography, now in preparation, cover- 
ing this period alone will be as 
bulky as the 899-page “Bibliogra- 
phy of Infantile Paralysis: 1789- 
1949,” previously published. But let 
me list some highlights: 

Two decades ago there were only 
about 300 hospitals in the whole 
United States that would accept 
polio cases. Now there are at least 
2,000. Intelligently conducted studies 
have demonstrated that the acute 
polio patient is no more of a danger 
to the hospital staff and other pa- 
tients than the victims of other 
communicable diseases commonly 
treated in a general hospital. 

Hospitals in the United States are 
now infinitely better staffed and 
equipped to handle both acute and 
extended cases of polio. Some 4,200 
professional workers have been 
trained by March of Dimes scholar- 
ships and fellowships. Respiratory 
equipment now is widely distributed 
throughout the country through the 
National Foundation for Infantile 
Paralysis on a few hours’ notice. 

The general lines of strategy by 
which a total victory over paralytic 
polio eventually will be won are 
now well marked. They are exten- 
sions and intensifications of the pro- 
grams on which the National Foun- 
dation has already embarked — 
patient aid, research, professional 
education, polio prevention.The Na- 
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B-D MULTIFIT’ SYRINGES 


In order to evaluate B-D MULTIFIT Syringes, five hospitals of varying size used them under normal 
conditions for periods ranging from 45 to 52 weeks. The impressive reduction in syringe consumption 
is shown below, It seems reasonable to expect that savings of at least 30 to 40 per cent may be 
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savings! 





anticipated by any institution using B-D MULTIFIT Syringes. 


THE RESULTS: 


























REDUCTION IN 2 cc. SYRINGE CONSUMPTION IN 5 TEST HOSPITALS 
© Average Weekly Average Weekly SR tea 
Consumption of omer of Average Weekly Per Cent 
Hospital Duration Ordinary MULTIFIT Reduction in Reduction in 
(No. of Beds — t ee Syringes Syringe Syringe 
Annual Admissions) Test (before test) (during test) Consumption Consumption 
A—345 beds, . 
11,729 admissions 52 weeks 19.23 5.03 14.2 73.8 
B — 237 beds, att 
6,739 admissions 52 weeks 25.0 10.0 15.0 60.0 
C — 250 beds, 
10,387 admissions 52 weeks 26.57 17.557 9.013 33.9 
D—375 beds, 
8,703 admissions 45 weeks 38.07 17.91 20.16 53.0 
E—520 beds, 
9,086 admissions 45 weeks 38.92 22.177 16.743 43.0 
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How MULTIFIT provides these savings: 


e interchangeable parts — every MULTIFIT plunger fits every 
MULTIFIT barrel. 


e reduced replacement costs — you lose only the broken part 
rather than the entire syringe. 


e clear glass barrel — virtually eliminates friction, erosion and 
breakage. 


e superior performance — practically never any “back-flow” or 
“jamming.” 


e ease and speed of assembly — cuts handling time for personnel. 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


B-D AND MULTIFIT. T.M. REG. U S. PAT. OFF 


For more information, use postcard on page 133 
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tional Foundation has important 
new objectives in each of these 
areas. 

In patient aid we are taking a 
new look at old patients — those 
80,000 polio patients of previous 
years who still suffer from disabili- 
ties. The 3100 local chapters of the 
National Foundation will survey 
these patients to determine how 
much more help they can use. This 
will open the way to more extensive 
use of improved rehabilitation tech- 
niques for their benefit. 

Constant progress in the field of 





rehabilitation is being made. When 
all this is put at the service of those 
who most need it, we will help un- 
told thousands to win fuller, richer 
and more productive lives. This is 
economically sound, as well as hu- 
manitarian. 

The key to the rehabilitation proc- 
ess appears to be found in coopera- 
tion, in teamwork among medical 
specialists, associate medical per- 
sonnel (nurses, physical therapists, 
medical social workers, to name but 
a few), hospitals and community 
agencies. 





Patient 
Protection 


Your PETROLATUM GAUZE 
MUST NOW BE U.S.P. 


The U.S. Pharmacopeia— Revision XV “— 
lays down the following specifications for 
making petrolatum gauze: 


1. Gauze and petrolatum must be sterilized 


separately :— 


a) Dry Gauze to be sterilized in an autoclave 
at 121° C. (250° FE) in an atmosphere 
of steam for 30 minutes. 

b) Petrolatum to be oven-heated to 170° C. 
(338° FE), then maintained at 165°- 
170° C. (329°-338° EF) for two hours. 

2. Components must be combined aseptically. 
3. The finished product must meet U.S.P 


sterility tests‘. 


4. Each petrolatum gauze unit must be 
packaged individually to maintain sterility. 
(1) U.S.P. XV, pp 304-305, (2) U.S.P. XV, pp 841-846. 


VASELINE® 


PETROLATUM GAUZE is U.S.P. 


AND COSTS LESS THAN MAKING 
YOUR OWN PETROLATUM GAUZE 


For further information, 4 
write 


CHESEBROUGH-POND’S INC. 


New York 17, New York 


VASELINE is the 
registered trademark of 
Chesebrough-Pond’s Inc. 


f Petrojay. 
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We are especially hopeful about 
this approach because we have al- 
ready seen it work in the most dif‘i- 
cult cases — in polio patients with 
severely damaged breathing appi- 
ratus. Since 1950 the Natioral 
Foundation has sponsored and sun- 
ported the establishment of 15 Fe- 
spiratory and Rehabilitation Cent: rs 
throughout the United States. Thes 
were originally intended as re 
search, teaching and demonstrat!» 
centers. Experience now has shoi 
that a high percentage of patie: 
with breathing difficulties, inte - 
sively treated in the centers for n 
average of about 7 months, are aile 
to go home to normal or neer- 
normal living. 


The team approach to treatment 
and rehabilitation of polio patients 
places a special responsibility on ihe 
National Foundation and all others 
who advocate it. We must find 
members for the team. This is being 
done through support of profession- 
al education in a variety of ways. 
The National Foundation has 
awarded scholarships, fellowships 
and grants in aid to professional 
organizations and universities. Since 
1938 the National Foundation has 
appropriated almost as much money 
for professional education as for 
scientific research. 


The practical objectives of sci- 
entific research directed at the con- 
quest of polio include the search for 
improved preventive vaccines; the 
possibility that a single-dose of oral 
vaccine can be developed; the hope 
of finding a simple diagnostic test 
for polio, and the testing of drugs 
for use in the treatment of the dis- 
ease. But this is only a small part 
of the picture. Current investiga- 
tions in virology supported by the 
National Foundation, are turning up 
clues for the control of a great 
many other diseases. 


The most pressing order of busi- 
ness for the National Foundation 
today of course is polio prevention. 
Time is of the essence here. We -: 
fighting to prevent needless trage: 
before the 1957 “polio season.” 
host of susceptible, unvaccina > 
people are the target. To ind c 
them to start their series of th 
properly spaced shots is our m« 
obligation. With all the power 
our command, we will urge, < 
courage and even cajole them ist 
getting vaccinated before June 
1957. 


The future programs of the lh 1- 
tional Foundation must be govern > 
by its success in meeting the che!- 
lenges immediately at hand. 4 
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THM’ Salutes 


G. Harvey Agnew, M.D., 
LL.D., F.A.C.P., F.A.C.H.A. 


Ho:pital Consultant and Professor of Hospital Adminis- 
tre‘ion, University of Toronto 


§ GEORGE HARVEY AGNEW, M.D., LL.D., F.A.C.P., 
F.4.C.H.A., deserves a place among the immortals in 
the field of health and hospital administration. Physi- 
cian, scholar, author, editor, painter, photographer, con- 
sultant, teacher and leader in hospital development, Dr. 
Agnew is one great Canadian authority on health and 
hospitals who chose to remain in Canada to practice his 
profession unlike many of his contemporaries and some 
of those who came after him. 

Dr. Agnew received his degree in medicine from the 
University of Toronto in 1918, and subsequently studied 
in New York, Vienna, and London, England. He served 
in the first World War and subsequently entered private 
practice in the city of Toronto where he remained from 
1921 to 1927, During this time, he also served as a dem- 
onstrator in medicine in the University of Toronto. 

It was during his private practice that the need of 
organization in the hospital field became apparent to 
him. In 1928, he organized and became the first director 
of the Department of Hospital Services in the Canadian 
Medical Association. He retained this position until 
1945 and held the title of associate secretary. 

In 1931 he organized the Canadian Hospital Council— 
now the Canadian Hospital Association, and became its 
first secretary-treasurer. He took over the editorship 
of its official publication, The Canadian Hospital in 1938 
and retained this post until 1950. During this time, al- 
most single-handed, he made Canada hospital conscious 
and laid the foundation stones for the establishment of 
the profession of hospital administration in Canada. 

His fame was international. In 1938 he was elected 
president of the American Hospital Association, and he 
was also an Honorary Charter Fellow of the American 
College of Hospital Administrators, 

Perhaps it is in the field of education for hospital ad- 
ministration that Dr. Harvey Agnew achieved most 
fame. He organized the first course in hospital adminis- 
tration in Canada at the University of Toronto in 1947, 
anc was appointed head of the department. This course 
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continues to flourish under his direction and its gradu- 
ates are accepted internationally. 

He was, in addition, the chairman of the Education 
Committee of the Canadian Hospital Association which 
operates an extension course in hospital organization 
and management which is unique in the world. This 
course has received the tremendous recognition that it 
deserves, and has contributed considerably to the im- 
provement of management in hospitals. 

He holds an honorary degree of Doctor of Laws from 
the University of Saskatchewan and was awarded the 
George Findlay Stephens Award of Merit of the Ca- 
nadian Hospital Association in 1953. 

Dr. Agnew served in World War II as a member of 
the Canadian Medical Procurement and Assignment 
Board. 

At present, he is probably best known for his con- 
sulting activities, having been retained as hospital con- 
sultant by many hospitals both in the United States and 
Canada. He is a member of the consulting firm of 
Agnew, Craig and Peckham. 

Dr. Agnew also has become famous through one of 
his avocations. As a landscape and portrait painter, he 
has won several prizes and is also regarded as an expert 
in photography. 

Dr. Agnew is a member of the Board of Management 
of the Blue Cross Plan for Ontario, he served as presi- 
dent of the American Physicians Art Association in 1946 
and 1947, and is a trustee of St. John’s Convalescent 
Hospital in Toronto. 

Further evidence of his leadership is indicated by the 
fact that he served as president of the American Asso- 
ciation of Hospital Consultants, of the Ontario Hospital 
Association, and of the Association of University Pro- 
grams in Hospital Administration, 

HOSPITAL MANAGEMENT is proud to salute this great 
leader in the field of hospital administration, and to 
wish him well. May he continue to serve and to en- 
lighten the field for many years to come. = 


33 

















save money... 
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ERI: 


the only 
one-step, sterile 
additive vial 

for use 

with parenteral 
solutions 


Add medication to parenteral solutions directly — asep- 
tically—in seconds. 


NO AMPULES e NO NEEDLES e NO SYRINGES 


Simply remove the tamper-proof cover of INCERT and 
push sterile plug-in through large hole in stopper of 
solution bottle. It’s that easy... and a completely 
closed, sterile system. 


TRAVENOL LABORATORIES, 


INC. 
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Breads — White and Brown 


By R. A. McCance, C.B.E., F.R.S. and 
E. M. Widdowson, D.Sc. 174 pages, J. 
B. Lippincott Company, Philadelphia, 
Montreal, price, $5.00. 


# Two British scientists, R. A. Mc- 
Cance, C.B.E., F.R.S. and E. M. 
Widdowson, D. Sc., conducted ex- 
perimental work in human nutrition 
in German orphanages following 
World War II. This book, “Breads, 
White and Brown — Their Place 
in Thought and Social History”, 
published by J. B. Lippincott Com- 
pany, reports, among other things, 
the results of this work. 

In the preamble of the book, the 
authors say, “The results which we 
obtained surprised us very much at 
the time, for in spite of all that we 
had been led to believe, white 
bread turned out to be just as good 


as brown, and all kinds of wheaten 
bread to have a nutritional value 
far in excess of anything we had 
been led to suppose”. 

More than half of the book 
traces the controversy between sup- 
porters of white and dark breads 
back through many centuries. Much 
of this is new and informative in- 
formation. The resume of the Ger- 
man experiments gets somewhat 
tedious. 

Harold E. Snyder 
Editor, Baking Industry = 


Hospital Trends 


By Louis Block, Dr. Ph., Hospital Topics, 
Chicago, Illinois, price, $5.00. 


™ THIS BOOK IS AN excellent survey 
of statistical information which can 
be of value to any student going in- 


to the hospital field. As a textbook, 
I think it has very limited value 
and I cannot see any particular 
course in which it could be used as 
a required text. 

I am of the opinion that this book 
can be recommended to the students 
as another valuable book for their 
library, similar to the manuals 
which the American Hospital As- 
sociation publishes—Kenath Hart- 
man, Lecturer in Hospital Organi- 
zation, Northwestern University ® 


The Recovery Room 


by Max S. Sadove, M. D., James H. 
Cross, M.D. and others. Philadelphia, 
W. B. Saunders Company, 1956, 597 
pages with illustrations Price $12.00 


™ THIS BOOK, written by an inter- 
national authority on anesthesia, a 
surgeon and 24 other specialists is 
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primarily written for physicians and 
nurses. 

In general, it deals with the prob- 
lems of patient care after operation. 
The various specialists in surgery 
each have peculiar problems and 
these are discussed in detail by the 
specialists. 

The various details of intensive 
therapy are well covered but pos- 
sibly there is too much detailed in- 
formation for the average nurse. 
Such a book would be well appreci- 
ated by a nurse-anesthetist, and 
by internes and residents. A sur- 


gically trained nurse specializing in 
resuscitation work could also bene- 
fit by reading this book. 

From the point of view of the 
hospital administrator, the adminis- 
trative department head and the 
paramedical professions, the book is 
too specialized for intelligent ap- 
preciation. 

Nevertheless, in hospitals where 
general surgery is performed, this 
book should find its way into the 
anesthesia department as well as the 
medical and nursing libraries. 


—C. U. L. 5 
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Lightweight E & J chairs do 
smooth the path to independence. 
Patients like the perfect balance and 
easy handling. Nurses like the 
finger-tip folding and modern design 
that make an E & J the most 
functional chair on the floor. 


Specify EVEREST & JENNINGS chairs 


EVEREST & JENNINGS, INC 


for your hospital 
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The 1956 Medical Progress 


A review of medical advances curing 
1955 — Morris Fishbein, M.D. <ditor 
389 pages, The Blakiston Divisio Me. 
Graw-Hill Book Company, Inc., ‘\. Y,, 
Toronto, London. 1956. Price $5.) 


& THIS BOOK, written by about 29 
people, each an authority in his spe- 
cialty and edited by the ackrowl- 
edged master of medical edito:s, is 
a condensation and compressivn of 
a voluminous number of reports of 
clinical and laboratory trials of new 
procedures, new drugs and reliable 
advances in medical science. 
During 1955, of course, the “big 
news” was the Salk vaccine and 
this book places much emphasis 
upon its present status. 
Similarly, the tranquilizing drugs 
and their effects upon mentai pa- 
tients is discussed at some length. 
The book is admittedly technical 
but not unduly so. Physicians and 
nurses can profit considerably by 
a perusal of this book. It helps to 
bring one’s knowledge up to date. 
The hospital administrator who 
has some knowledge of medicine 
can also glean a few pearls out of 
this publication. Recommended for 
the medical library—C. U. L. & 





‘‘Quotes’’... from 
the Convention 


“The modern hospital has the abil- 
ities and the facilities to best serve 
the patient” — Dr. John Bresnahan 
(comparing today’s hospital with 
those of 50 years ago.) 

“The best method of counseling 
(employees) is thru persuasion as 
opposed to the direct-order ap- 
proach” — Dr. Leo Kennedy. 

“A joint commission in the hospital 
opens the eyes of the doctor, the 
nurse, the administrator and _ the 
trustee, and serves a most useful 
purpose” — Dr. Harold Morgan. 
“The patient in our hospital wants 
privacy above all and attention at 
all times” — Charles Berry. 

“The small hospital adminisirator 
must be all things to all people: 
manager, collector, nurse, eng'neer, 
cook and custodian” — “loyd 
Grady. 

“If the public is kept informed, they 
will want the best hospital service 
and will pay for that service” — 
Edward Shafton. 

“The community hospital must do 
everything they can to promote vol- 
untary health insurance” — Senator 
Hruska, . 


Reprinted from the Nebraska Hos- 
pital News. 
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Hospital Calendar 





April 
8-12... 


Medical Records Librarians In- 
stitute, St. Vincents Hospital, 
Portland, Oregon, Rachel C. Fost- 
er, C.R.L., Emanuel Hospital, Port- 
land, Ore. 


. Carolinas-Virginias Hospital Con- 


ference, Hotel Roanoke, Roanoke, 
Virginia, Sample B. Forbus, Secre- 
tary-treasurer, c/o Watts Hospi- 
tal, Durham, South Carolina. 


. South Dakota Hospital Associa- 


tion, Spring Conference, Marvin 
Hughitt Hotel, Huron, South 
Dakota. 


. - North Dakota Hospital Associa- 


. . Midwest 


tion, Dakotah Hotel, Grand Forks, 
North Dakota. 


Hospital Association, 
Municipal Auditorium, Kansas 
City, Missouri, Mrs. ‘Margaret S. 
Barber, Executive secretary, Box 
951, Kansas City, Kansas. 


. Pennsylvania Dietetic Association, 


Hotel Roosevelt, Philadelphia, 
Miss Clarice McCulloch, Chief 
Dietitian, Magee Hospital, Pitts- 
burgh, Pa. 


. Southeastern Hospital Conference, 


25-26. . 


Atlanta-Biltmore Hotel, Atlanta, 
Ga., Charles W. Flynn, Executive 
secretary, P.O. Box 1043, Jackson, 
Miss. 


lowa Hospital Association, Hotel 
Savery, Des Moines, lowa. 


28-May 3 . . American Pharmaceutical As- 


sociation, Hotel Statler, New York 


City, New York. 


29-May | .. Tri-State Hospital Assembly, 


Palmer House, Chicago, Illinois, 
Albert G. Hahn, Executive secre- 
tary, c/o Deaconess Hospital, 600 
Mary Street, Evansville, Indiana. 


29-May 3 . . National Association for Prac- 


May 


tical Nurse Education, Ambassa- 
dor Hotel, Atlantic City, N.J. 


. Institute of Hospital Administra- 


tors, Torre Abbey Mansion House, 
Torquay, England. 


. . Association of Western Hospitals, 


Statler Hotel, Los Angeles, Calif., 
Melvin C. Scheflin, Executive sec- 
retary, 26 O'Farrell St., San Fran- 
cisco, Calif. 


. National Tuberculosis Association, 


Kansas City, Missouri. 


. Western Conference of the Cath- 


olic Hospital Association, Hotel 
Statler, Los Angeles, California. 


. National League for Nursing, Pal- 


9 . . Massachusetts 


14-16. 


mer House, Chicago, Illinois. 


Hospital Associa- 
tion, Hotel Statler, Boston, Mass. 


. Texas Hospital Association, Sham- 


rock-Hilton Hotel, Houston, Tex- 
as, O. Ray Hurst, Executive secre- 
tary, 2208 Main Street, Dallas, 
Tex. 


. New Jersey Hospital Association, 
Convention Hall, Atlantic City, 
Ne ads 


. Hospital Association of Pennsyl- 
vania, Convention Hall, Atlantic 
City, New Jersey. 


. Hospital Association of New York 
State, Hotel Claridge, Atlantic 
City, N. J. 


. . Middle Atlantic Hospital As- 
sembly, Convention Hall, Atlantic 
City, New Jersey, Harold John- 
son, Secretary, 46 S. Clinton Ave- 
nue, Trenton, New Jersey. 


. Upper Midwest Hospital Confer- 

ence, Hotel Leamington, Minne- 
apolis, [Minnesota, Glen Taylor, 
Executive secretary, 410 Church 
Street, S.E., Minneapolis, Minn. 


. Conference of Catholic Schools 
of Nursing, Statler Hotel, Cleve- 
land, Ohio. 


. Catholic Hospital Association, 
Hotel Statler, Cleveland, Ohio, 
M. R. Kneifl, Executive secretary, 
1438 Grand Boulevard, St. Louis, 
Missouri. 


30-June |. . Tennessee Hospital Associa- 
tion, Mountain View Hotel, Gat- 
linburg, Tenn., Henry H. Miller, 
Executive director, P.O. Box 767, 
Nashville, Tenn. 


American Medical Association, 
Annual Meeting, New York, Dr. 
George F. Lull, 535 N. Dearborn 
St., Chicago, Ill. 


. Second International Convention 
of X-Ray Technicians, Sheraton 
Park Hotel, Washington D. C., 
sponsored by the American So- 
ciety of X-Ray Technicians and 
the Canadian Society of Radi- 
ological Technicians. 


. Maine Hospital Association, Sam- 
oset Hotel, Rockland, Maine. 


. National Geriatrics Society, Hotel 
Statler, Washington, D. C., Lillian 
H. Bricker, Chairman, 3000 Mc- 
Comas Ave., Kensington, Md. 

.. Michigan Hospital Association, 
Grand Hotel, Mackinac Island, 
Michigan. 

. American Society of Medical 
Technologists, Palmer House, Chi- 
cago, Illinois. 

. . American Physical Therapy Asso- 
ciation, Hotel Statler, Detroit, 





List Your Meetings 
As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 

lll. to insure appearance here. 











August 
fo a 


Michigan; Mary E. Haskell, Execu- 
tive director, 1790 Broadway, New 
York 19, N. Y. 


Comite des Hopitaux du Quebec, 
Montreal Show Mart, Montreal, 
Quebec, Roland Levert, Exhibit 
Director, 325, Chemin  Sainte- 
Catherine, Outremont, Montreal 


8, Quebec. 


West Virginia Hospital Associa- 
tion, Greenbrier Hotel, White 
Sulphur Springs, West Virginia. 


September 


30-Oct. 3 . . American Hospital 


Associa- 
tion, Convention Hall, Atlantic 
City, New Jersey, Maurice J. 
Norby, Deputy Director, 18 E. 
Division Street, Chicago, Illinois. 


October 


7-10... 


7-10... 


American Nursing Home Associa- 
tion, Ambassador Hotel, Atlantic 
City, New Jersey. 


American Association of Medical 
Record Librarians, Schroeder Ho- 
tel, ‘Milwaukee, Wisconsin, Doris 
Gleason, C.R.L., Executive  Di- 
rector, 510 North Dearborn St., 
Chicago 10, Ill. 


. South Dakota Hospital Associa- 


tion, Fall Meeting, Sheraton Cata- 
ract Hotel, Sioux Falls, South 
Dakota. 


. . American College of Osteopathic 


27-30 . .American 


Hospital Administrators, St. Louis, 
‘Missouri. 


Osteopathic 
Association, St. Louis, 


Hospital 
‘Missouri. 


28-30 . .Association of Military Surgeons, 


Hotel Statler, Washington, D.C. 
The Secretary, Suite 718, 1726 
Eye Street, N. W., Washington 
6D. 


November 


4-6.. 


6-7. 


American Association of Blood 
Banks, Sherman Hotel, Chicago, 
Wi. 


. Washington State Hospital Asso- 


ciation, Olympic Hotel, Seattle, 
Wash. 


. Maryland-District of Columbia- 


. Virginia 


Delaware Hospital Association, 
Hotel Shoreham, Washington, D. 
C., A. K. Parris, Executive secre- 
tary, 200 W. Baltimore Street, 
Baltimore, Maryland. 


Hospital Associction, 
Hotel Chamberlin, Old oint 
Comfort, Virginia. 


December 


cE, ie 


American Medical Association, 
Clinical Meeting, Philadelphia, 
Pa:, Dr. George F. Lull, 535 N. 
Dearborn St., Chicago, Ill. s 
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$ IT began to dawn on that first Easter morning, Mary Magdalene came to the sepul- 


chre to perform one last act of love for her Lord. She had no thought of receiving a 
blessing. How could she? Her Lord had been crucified, he was dead — at least she thought 


$0, Had not she stood with the other women and watched His agony on the cross? Had 


she not fele the utter helplessness and despair of being unable to do anything to relieve 
His suffering? 


Yes, He was dead, she was sure of that. He could a0 longer help her, bur in spite of 
this she felt impelled to go to the sepulchre to lovingly-serve her Lord who had done so 
much for her, 


Surely the hope of meeting her risen Lord never entered her mind, No, it was deep, 
unselfish devotion that brought her. 


She found the sepulchre empty. This should have given her hope; instead ic only in- 
creased her sense of loss. But Mary could not leave the comb even though there was noth- 
ing there for her now. She knew there was even less anywhere else. 


Finally, as she turned to go, the risen Jesus stood before her; but, blinded by self pity 
and grief, she failed to recognize Him. 


- Are we so wrapped up in our own troubles and blinded by self pity that we fail to 
see the needs of others? Then we are missing the great blessings that come through serving. 
According to Matthew 25:40, Jesus said, “Verily I say unto you, Inasmuch as ye have done 
it unto one of the least of these my brethren, ye have done it unto me.” Serving our fellow 
man, and thus our risen Lord, brings blessings without measure. 


~ N. R. Swartwout 


# 




















Miss Marcella Shipton, O.T.R., assists Jimmy with paints in occupational therapy 
clinic. This is the painting that Jimmy is working on at this time. 


Painter Extraordinary 


® THERE ARE MANY people in the 
field of the arts whose creative 
ability has enabled them to over- 


Miss Niles is chief of the occupational 
therapy section at the VA Hospital in 
Hines, Illinois. 


come a severe handicap; namely, 
Beethoven, Renoir, Toulouse-Lau- 
trec, to mention a few. There is a 
young man in the Veterans Ad- 
ministration Hospital, Hines, IIli- 
nois, who also has attained a 
modest degree of success. This hos- 


by Virginia Niles, O.T.R. 


pitalized veteran is completely 
paralyzed below the neck but has 
managed to do many remarkable 
paintings. He has learned to accept 
his limitations rather than waste 
valuable time and energy worrying 
about his physical involvements. 


Quadriplegia 


James V. Wallace was 20 years 
old when he sustained a _ severe 
spinal cord injury as a result of a 
diving accident in Nuremburg, 
Germany. This was in May, 1945, 
just a week after “VE” Day. Jimmy 
spent ten months in three Army 
hospitals prior to his transfer to 


James V. Wallace painting picture 

of destroyers which is hanging in 

the office of Harry R. Pool, manager 
of the VA Hospital in Hines, III. 
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Picture of Mallard ducks painted by 

James V. Wallace and later given to 

President Eisenhower. This is the 

second oil painting that Jimmy at- 
tempted to do. 


this Veterans Administration Hos- 
pital, in March, 1946. 

His medical history during the 
next ten years is not extraordinary 
for a quadriplegia patient. It is 
Jimmy’s refusal to be “handi- 
capped” and his courage and per- 
sistence in maintaining normal out- 
side interests, and a productive and 
creative life within the hospital that 
is extraordinary. A brief summary 
of his medical history shows that 
Jimmy had a number of decubiti 
ulcers upon admission to this hos- 
pital, which were healed by ap- 
propriate therapy. He had the usual 
difficulties arising from paralysis of 
bowel and bladder, and in the past 
year a bilateral cutaneous uretero- 












THE WHITE HOUSE 
WASHINGTON 


Gettysburg 
November 30. 1955 





Dear Mr. Wallace: 


Thank you very much for your kindness in sending 
me the painting you did of two mallard ducks in 
flight. I am honored that you wanted me to have 
it, and congratulate you highly on the skill and 
delicacy of your craftsmanship. 


stomy had to be performed. In 
March, 1949, an upper dorsal para- 
vertebral sympathetic block with 
novacaine was effected to relieve 
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S My brother, Earl, has told me of his visit with you, ' ee oe a ee 
e and of how much he gained from the privilege of steails aaa eps of the left 
t talking with you. Iam confident that advances in ' h y : 
é : am Y ' and and fingers, an amputation at 
e medical science, plus your courageous spirit, will ' sakalicsecien ol tina Mall tn t it 
* combine to make possible your eventual recovery. & eper ex — y 
' was performed. The neurological 
With my very best wishes and warm thanks comes examination revealed “patient orig- 
also the hope that you continue to find great satis - inally incurred a fracture of C-4-5 
faction in your painting. vertebrae which caused his quad- 
‘ riplegia. He has marked atrophy of 
‘ Sincereiy, the upper extremities which are in 
: the position of flexion at the elbow, 
> v2) 2, an with no motion present in the right 
: i Pa fingers or right wrist. The pectoralis 
; major muscles and the triceps mus- 
y cles are paralyzed. Both lower ex- 
‘ tremities are completely paralyzed, 
moderately atrophied, and slightly 
‘ iiains iaiaialatas Seileabadine: es spastic. The abdominal muscles are 
d Veterans Administration Hospital i ee ee ee 
7 Hines, Illinois tomes except for vibratory sensa- 
seo men wencacenaneseesanenaceresneccnstandnnnncnsasatassisnaccnssnewommascucss aide Please turn to page 140 
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Miss Marcella Shipton, O.T.R., assists Jimmy with paints in occupational therapy 
clinic. This is the painting that Jimmy is working on at this time. 


Painter Extraordinary 


® THERE ARE MANY people in the 
field of the arts whose creative 
ability has enabled them to over- 


Miss Niles is chief of the occupational 
therapy section at the VA Hospital in 
Hines, Illinois. 


come a severe handicap; namely, 
Beethoven, Renoir, Toulouse-Lau- 
trec, to mention a few. There is a 
young man in the Veterans Ad- 
ministration Hospital, Hines, Illi- 
nois, who also has attained a 
modest degree of success. This hos- 


by Virginia Niles, O.T.R. 


pitalized veteran is completely 
paralyzed below the neck but has 
managed to do many remarkable 
paintings. He has learned to accept 
his limitations rather than waste 
valuable time and energy worrying 
about his physical involvements. 


Quadriplegia 


James V. Wallace was 20 years 
old when he sustained a_ severe 
spinal cord injury as a result of a 
diving accident in Nuremburg, 
Germany. This was in May, 1945, 
just a week after “VE” Day. Jimmy 
spent ten months in three Army 
hospitals prior to his transfer to 


James V. Wallace painting picture 

of destroyers which is hanging in 

the office of Harry R. Pool, manager 
of the VA Hospital in Hines, IIl. 
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Picture of Mallard ducks painted by 

James V. Wallace and later given to 

President Eisenhower. This is the 

second oil painting that Jimmy at- 
tempted to do. 


this Veterans Administration Hos- 
pital, in March, 1946. 

His medical history during the 
next ten years is not extraordinary 
for a quadriplegia patient. It is 
Jimmy’s refusal to be “handi- 
capped” and his courage and per- 
sistence in maintaining normal out- 
side interests, and a productive and 
creative life within the hospital that 
is extraordinary. A brief summary 
of his medical history shows that 
Jimmy had a number of decubiti 
ulcers upon admission to this hos- 
pital, which were healed by ap- 
propriate therapy. He had the usual 
difficulties arising from paralysis of 
bowel and bladder, and in the past 
year a bilateral cutaneous uretero- 
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THE WHITE HOUSE 
WASHINGTON 


Gettysburg 
November 30. 1955 


Dear Mr. Wallace: 


Thank you very much for your kindness in sending 
me the painting you did of two mallard ducks in 
flight. I am honored that you wanted me to have 
it, and congratulate you highly on the skill and 
delicacy of your craftsmanship. 


stomy had to be performed. In 
March, 1949, an upper dorsal para- 
vertebral sympathetic block with 
novacaine was effected to relieve 
pain in the fingers of the left hand. 
In June, 1951, due to the severe 
atrophy and contractures of the left 
hand and fingers, an amputation at 
mid-arm of the left upper extremity 
was performed. The neurological 
examination revealed “patient orig- 
inally incurred a fracture of C-4-5 
vertebrae which caused his quad- 
riplegia. He has marked atrophy of 
the upper extremities which are in 
the position of flexion at the elbow, 


( ) me rz) y) dies: with no motion present in the right 


My brother, Earl, has told me of his visit with you, 
and of how much he gained from the privilege of 
talking with you. Iam confident that advances in 
medical science, plus your courageous spirit, will 
combine to make possible your eventual recovery. 


With my very best wishes and warm thanks comes 
also the hope that you continue to find great satis - 
faction in your painting. 








Sincerely, 


-_ we OH 


fingers or right wrist. The pectoralis 
major muscles and the triceps mus- 
cles are paralyzed. Both lower ex- 
tremities are completely paralyzed, 
moderately atrophied, and slightly 
spastic. The abdominal muscles are 
paralyzed. There is loss of sensa- 
res tion below the 5th cervical derma- 
Hines, Illinois tomes except for vibratory sensa- 
Please turn to page 140 
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Mr. James V. Wallace, Jr. 
Veterans Administration Hospital 
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Treatment of Alcoholics 


by R. E. McGill, M.D. 


™ BASING MY OPINION on observa- 
tions and experiences while serving 
the past two years in the dual ca- 
pacity of hospital administrator and 
medical director of an Alcoholic 
Treatment and Rehabilitation Pro- 
gram, I am convinced that a se- 
lected group of alcoholics can be 
successfully and satisfactorily treat- 
ed in a general hospital. Public 
opinion and social agencies, as well 
as business and industry, are mak- 
ing increasing demands on general 
hospitals and the medical profession 
to do something about alcoholism. 
Alcoholism is now recognized as a 
major mental health problem. 
Whether we like it or not, the atti- 
tude of hospital administrators must 
change to conform to the demands 
that hospitals admit and doctors ac- 
cept alcoholics as sick patients. Al- 
coholics are sick: mentally, emo- 
tionally or physically. 

It is possible many hospital ad- 
ministrators have the same aversion 
I once had to admitting alcoholics to 
general hospitals for treatment. This 
reluctance is engendered, by a mis- 
conception of the term “alcoholic”. 
There is a_ distinction between 
drinkers, drunks and alcoholics. For 
clearer understanding these three 
categories must be defined. 


Drinkers 


Unbiased scientific investigation 
indicates there are almost seventy 
million people in the United States 
who drink alcoholic beverages. 
There are four million five hundred 
and eighty-nine thousand alcohol- 
ics*, including seven hundred and 
five thousand women. Drinking has 
become a folkway, a custom, in a 


Dr. McGill is a physician in Alexandria, 
Louisiana, was formerly administrator of the 
Huey P. Long Charity Hospital in Pineville, 
La. 


*See Quarterly Journal, Dec. '55 "The Prev- 
alence of Alcoholism" by Mary Keller and 
Vera Efron — p. 623 


large segment of our society. A vast 
majority of these seventy million 
people never drink to excess; many 
of them rarely drink to the state of 
intoxication; they are known as so- 
cial drinkers. Although on special 
occasions, some may drink too much 
and become drunk, this does not 
mean that they are or will ever be- 
come alcoholics. Others who have 
been drinking heavily over a period 
of years and who are potentially 
alcoholics are affected more and 
more seriously by their drinking 
until the time finally comes when 
they no longer have control over 
the amount, the time and the conse- 
quences of drinking. On the law of 
average approximately  one-six- 
teenth or approximately six percent 
of all drinkers, after ten or fifteen 
years of such drinking, will become 
alcoholics. The other 94 percent do 
not concern us as hospital adminis- 
trators. They do not require hospi- 
talization except for diseases com- 
mon to the general public. Although 
some of us may not realize it, al- 
most one-half of our present adult 
hospital census fall in this category. 


Drunks 


Other than cases of acute alco- 
holic intoxication and/or alcoholic 
coma or acute, incipient or impend- 
ing delirium tremens which are 
medical emergencies, the common 
drunk is, in my book, the proverbial 
“persona non grata”. He is not a 
compulsive drinker who has _ lost 
control. He gets drunk because he 
wants to get drunk — deliberately. 
Most drunks are uncooperative, un- 
ruly, unreliable and unpredictable. 
Above all else they are unwanted in 
a hospital. Many hospital adminis- 
trators, like the general public 
when the term “alcoholic” is men- 
tioned, instinctively have the mental 
picture of either the drunk just re- 
ferred to or the “skid-row” char- 
acter. Naturally, few administrators 
are willing to disrupt the routine of 
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Dr. McGill interviews a patient. 


in the General Hospital 


their hospitals by admitting such 
troublesome and demanding pa- 
tients. 

I do not advocate the promiscuous 
admission of simple drunks to gen- 
eral hospitals. There are times when 
a person coming off a drunk or off 
a spree having remorse of con- 
science, shame and humiliation — 
with his hang-over — such as “jit- 
ters”, psychomotor activity, inward 
tension, befuddled mind, dehydra- 
tion and electrolyte imbalance — 
really needs help. Usually at this 
time he is docile as a lamb, no 
longer drunk but sick. He can be 
accepted as a patient and will be 
most grateful for what is done for 
him. The Saturday night jail popu- 
lation and the pay-day play boy are 
to be avoided. 


Alcoholics 


The Alcoholism Subcommittee of 
the World Health Organization has 
defined alcoholism as: 

“A chronic disease, or a disorder 
of behavior, characterized by the 
repeated drinking of alcoholic 
beverages to an extent that ex- 
ceeds customary dietary use or 
the ordinary compliance with the 
social drinking customs of the 
community, and that interferes 
with the drinker’s health, inter- 
personal relationships, or eco- 
nomic functioning.” 

My definition of an alcoholic is: 
“An excessive drinker of alco- 
holic beverages who has lost the 
power of self-control over the 
amount, time, place, conditions, 
company, cost and consequences 
of his drinking; one who drinks 
in response to a pathological and 
uncontrollable urge.” 

Of all the adjectives I have just 
used to describe an alcoholic, the 
most significant are cost and conse- 
quence. There is no truer adage 
than “If I go to the dance, I must 
pay the fiddler”. The price the alco- 
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holic pays for the so-called “fun” he 
has is out of all proportion. It is too 
high. If he continues in his uncon- 
trolled drinking or habituation, 
there is but one inevitable end for 
him — loss of self-reliance and self- 
respect, loss of job, loss of home and 
family, loss of everything he holds 
dear and worthwhile. A disease? 
Yes, at least a mental disorder. 
What person in his right mind 
would be willing to make such a 
sacrifice and get so little in return? 


Now that I have defined the three 
categories I will ask that you dispel 
from your thinking the first two 
groups, drinkers and drunks. 


Most Are Not Bums 


Strange to say, only a small por- 
tion of alcoholics fall in the cate- 
gory most people think of as drunk- 
ards, skid-row bums or chronic al- 
coholics. Only 6.3 percent of alco- 
holics comprise this group while 
60.9 percent come from the so- 
called white collar group, the pro- 
fessional men, business executives, 
skilled and semi-skilled workers. 
The figures just quoted were ar- 
rived at as a result of research con- 
ducted some three years ago by the 
Alcoholism Research Foundation, 
Toronto. For this study, they se- 
lected one of the counties in Ontario 
which was representative of the 
population of the province in terms 
of occupational classification; urban, 
rural, sex, age, religion and cultural 
background distributions. It is rea- 
sonable to believe their findings 
would be applicable to almost any 
similar community in this country. 
Alcoholism is a disease which af- 
fects both men and women. It is en- 
countered at all economic, intellec- 
tual and social levels. It is both sur- 
prising and gratifying to know what 
can be done for this class of patients 
if they voluntarily present them- 
selves, properly motivated, to their 
doctors or to the hospitals, sincerely 




















Marital Status 
Married 
Separated 
Divorced 
Single 
Widower 


asking for help and realizing they 
need help. 

The problem of alcoholism is be- 
coming a perplexing one throughout 
the nation. Many states are aware 
of its seriousness both as a social 
and as an economic one. There are 
too many families being wrecked, 
too many children becoming delin- 
quent because of alcoholic home 
environments, too many lives being 
lost on our highways as a result of 
wrecks involving drunk drivers, too 
many jobs lost, too many man- 
hours lost to industry to say noth- 
ing of the waste of material in in- 
dustry because of inefficiency of 
alcoholic employees. 


Fear of Stigma 


There has been much controversy 
regarding the treatment of alcohol- 
ics on general wards, alcoholic beds, 
private rooms, alcoholic clinics or 
alcoholic hospitals. In the light of 
experience and observations, the 
present trend is toward treating al- 
coholics on open wards rather than 
in isolated areas. Many therapists 
think this regime is more successful 
and more satisfactory. So many 
hospital administrators I have 
talked with say, “I have no isolated 
beds nor special area in my hospital 
for alcoholics.” Most alcoholics do 
not want that. They feel there is a 
stigma attached to being hospital- 
ized in an alcoholic bed or ward. 
Alcoholics are notoriously resent- 
ful; they crave acceptance. With the 
newer tranquilizing drugs now 
available, replacing less effective 
ones—such as opiates, barbiturates 
and paraldehyde, alcoholics are no 
longer the problem they were a few 
years ago. Under the present regime 
of treatment most of them recover 
from the acute or uncooperative 
phase of their illness in a matter of 
a few hours. In fact, the average al- 
coholic is not as much trouble as 
many of our other patients—such as 
cardiacs, diabetics, neurotics and 
toxemias. Much of the success in 
treating alcoholics is dependent on 
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Number of 
Patients | 





Table II 
Years of Schooling Completed Number of 
Patients 
One to four 
Five to eight 


Nine to twelve 


Table III 
Number of 
Patients 
Professional, Managerial, Proprietory .... 
White collar 
Skilled and Semi-skilled 
Unskilled 


Occupational Classification Percentage 


of Patients 





Employment status and wage earnings of the fifty-two patients 
studied: 
“Before Treatment” 





Combined Monthly Projected Annual 
Earnings of 52 Earnings of 
Patients 52 Patients 


$5,310.00 $63,720.00 


Number of Number Number 
Patients Employed Unemployed 


52 21 31 


“After Treatment” 





Combined Monthly Projected Annual 
Number of Number Number Earnings of 52 Earnings of 
Patients Employed Unemployed Patients 52 Patients 


52 $14,639.00 $175,668.00 





Progress Classification of the Eighty-Five Patients Treated 





Identification of the 
Classification 


Number of Percentage of 
Patients Patients 


Classification I .... 


Treatment 
Classification 


Very Good. Complete 
sobriety. 


Classification II Greatly Improved. Re- 
lapsed but now staying 


sober. 


Classification III Improved. Drinking 
periodically but much 


less since treatment. 


Not Receptive. Little or 
no progress exhibited. 


Classification IV 


Institutional Cases. 
Transferred to a men- 
tal hospital for exten- 
sive treatment. 


Classification V 


Classification VI Unknown Status. 
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the ability to relieve their resent- 
ment and make them feel they are 
being treated like any other sick 
person. 

Research, study and education in 
the treatment of alcoholism are 
rapidly changing the attitude of 
hospital administrators throughout 
the country relative to the admis- 
sion* of alcoholics to general hos- 
pitals for treatment. Doctors, like- 
wise, are beginning to recognize al- 
coholism as a treatable disease and 
are accepting alcoholics as patients. 


Results Gratifying 


Hospital administrators fall in 
different categories; there are lay 
or professional administrators and 
M.D. administrators. Hospitals, like- 
wise, fall in different categories; 
there are federal, state and munic- 
ipally owned hospitals, denomina- 
tional and private hospitals; not 
all have the same setup or organi- 
zation. I cannot tell you how you 
should run your institution but I 
can assure you the results obtained 
by us during the past two years in 
treating properly motivated alco- 
holics on both an in-patient and 
out-patient basis have been most 
gratifying. 

I am of the opinion that approxi- 
mately ten percent of the alcoholics 
accepted for treatment will be 
found to have deep-seated psy- 
chotic backgrounds or personality 
defects requiring more prolonged 
hospitalization and more specialized 
treatment than can be provided in a 
short-term stay in the general hos- 
pital. These individuals might well 
be referred to a mental institution 
for more prolonged treatment. The 
general hospital in this case acts as 
a clearing house and is instrumental 
in having accomplished something 
constructive for patients suffering a 
progressive illness. 

Since beginning our alcoholic 
treatment and rehabilitation pro- 
gram on September 20, 1954 to July 
1, 1956, we accepted 171 patients, all 
of whom were treated on the medi- 
cal wards or in the outpatient 
clinics; included in this group were 
both white and colored, male and 
female. Only one patient deserted; 
four had to be placed in restraint, 
none of them for more than three 
hours. None of them were trouble 
makers, none uncooperative or ob- 
jectionable. 

At the end of the first year of our 
treatment and rehabilitation pro- 
gram we compiled certain statistical 
data on the 85 patients accepted. An 
information sheet was completed on 
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55 of the total group of 85 patients. 
In other words, a comprehensive 
study was made of 65 percent of the 
total accepted patients. Of the 85 
patients treated during the first 
year, 80 were white and five were 
colored. There were 75 white males 
and four colored males, five white 
females and one colored female. 
Their ages ranged from 24 to 69 
years, indicating an average age of 
42 with twenty years of productiv- 
ity if recovery accomplished. 

The attached tables (I-IV) indi- 
cate the marital status, educational 
background, occupational and em- 
ployment status of patients studied. 

Disregarding the broken homes 
and neglected children engendered 
by alcoholic habituation which can- 
not be measured in dollars and 
cents, it is economically good busi- 
ness to reclaim alcoholics wherever 
and whenever possible. The net gain 
in combined monthly earnings of 
the fifty-two patients studied, 
omitting the three listed as retired 
or housewife, amounts to $9,329.00 
or almost $112,000.00 annually 
(Table IV). 


First Year Resu:ts 


The question most frequently 
asked about the feasioility of treat- 
ing alcoholics in a general hospital 
is: “What success have you had 
with alcoholic patients?” This ques- 
tion is most difficult to answer be- 
cause treatment of the alcoholic not 
only includes the giving of tangible 
help but also intangible assistance 
wnich cannot be accurately meas- 
ured. To evaluate the progress 
trends of the 85 patients treated 
during the first year, Table V gives 
the drinking pattern at the end of 
the first year’s operation: 

Too much emphasis is often 
placed on the conception that an 
alcoholic has to be free of any 
relapses during treatment before he 
or she can be considered for re- 
covery. Dr. Harry M. Tiebout, Psy- 
chiatrist and leader in the field of 
alcoholism, asserts that the ther- 
apist’s job is to recognize the in- 
evitable recurrence of the disease 
if the patient attempts to drink 
moderately and to aid his patient 
in accepting this fact. 

Alcoholism is a disease that mer- 
its serious study and consideration. 
Its devastating effects are as great 
if not greater than tuberculosis, 
heart disease, cancer, polio and 
some of the other diseases receiving 
nation-wide attention. If recognized 
early and properly treated, many 
alcoholics can recover and be re- 


stored to a gainful occupation and 
a more comfortable place in society. 
Many of them can be satisfactorily 
treated in a géneral hospital. a 


American Medical Association’s 
Views on Alcoholism 


® THE COUNCIL ON Mental Health 
of the American Medical Associa- 
tion urges hospital administrators 
and the staffs of hospitals to look 
upon alcoholism as a medical prob- 
lem and to admit patients who are 
alcoholic to their hospitals for treat- 
ment, such admission to be made 
after due examination, investigation 
and consideration of the individual 
patient. Chronic alcoholism should 
not be considered as an_ illness 
which bars admission to a hospital, 
but rather as qualification for ad- 
mission when the patient requests 
such admission and is cooperative, 
and the attending physician’s opin- 
ion and that of hospital personnel 
should be considered. The chronic 
alcoholic in an acute phase can be, 
and often is, a medical emergency. 

In support of the above state- 
ment, the Council is of the opinion 
that: 

1. Alcoholic symptomatology and 
complications which occur in many 
personality disorders come within 
the scope of medical practice. 

2. Acute alcoholic intoxication 
can be, and often is, a medical 
emergency. As with any other acute 
case, the merits of each individual 
case should be considered at the 
time of the emergency. 

3. The type of alcoholic patient 
admitted to a general hospital should 
be judged on his individual merits, 
consideration being given to the at- 
tending physician’s opinion, cooper- 
ation of the patient, and his be- 
havior at the time of admission. The 
admitting doctors should then ex- 
amine the patient and determine 
from the history and his actions 
whether he should be admitted or 
refused. z 

4. In order to offer house officers 
well-rounded training in the gen- 
eral hospital, there should be ade- 
quate facilities available as part of a 
hospital program for care of alco- 
holics, Since the house officer in a 
hospital will eventually come in 
contact with this type of patient in 
practice, his training in treating this 
illness should come while he is a 
resident officer. Hospital staffs 
should be urged to accept these pa- 
tients for treatment and cooperate 
in this program. 

5. With improved means of treat- 
ment available and the changed 
Please turn to page 140 
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Mother is part of the rehabilitation team. Here Mrs. 
Robert Cash, mother of Walter Bill, takes instruction 
from William Otterman on exercises to be followed at 


home. 


® EACH PERIOD in history may be 
characterized by its unique attempt 
to free man’s creative power. Look- 
ing back upon our era, the historian 
of the future may point to the nu- 
clear adventure as one mark of 
man’s creativity. Equally impressive 
are the efforts of a dedicated group 
to free a small segment of our pop- 
ulation — the physically disabled 
— through rehabilitation. 

Medical advances and the rise in 
the standard of living caused 
changes not only in the life span 
but in the growth and age composi- 
tion of populations. New develop- 


Dr. Roberts is executive director of the 
National Society for Crippled Children and 
Adults, Inc., Chicago, Illinois. 
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ments in surgical techniques, intra- 
venous medication, radioisotopes, 
antibiotics, and other components of 
medical practice enable people to 
live longer than in the past. The old 
killers — pneumonia, meningitis, 
osteomyelitis — no longer take the 
toll of lives they did as recently as 
thirty years ago. We are seeing, 
however, with our increased popu- 
lation, more congenital malforma- 
tions, more crippling conditions 
from accidents, more chronic illness 
associated with aging. The very 
successes of medical science, indus- 
trialization, and urbanization have 
created problems which society has 
yet to learn to handle. We have in- 
troduced new words, meanings, and 
concepts such as geriatrics, conser- 


by Dean W. Roberts, M.D. 


vation of human resources, and to- 
tal rehabilitation. 

The rehabilitation center came 
into being to serve the severely dis- 
abled in this growing number of 
physically handicapped persons. 

Along with other programs for 
the physically handicapped it devel- 
oped in the same manner as health 
and welfare services in the United 
States. Accompanying the growth of 
services within the framework of 
medical practice, hospitals, and in- 
stitutions, scattered programs for 
the physically handicapped were 
organized under public and private 
auspices in various settings. There 
was no consistency or coordination 
of effort. The number, type, and 
quality of care varied from com- 
munity to community. 
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The last two decades have seen 
increased expenditures by federal 
and state government in the health 
and welfare fields and rapid ex- 
pansion of the voluntary health 
movement. 

Civic organizations, fraternal 
groups, altruistic groups, labor 
groups, and private foundations 
have all made contributions 
through volunteer service and fi- 
nancial support. Medical schools, 
hospitals, universities, and insur- 
ance companies have likewise con- 
tributed to the development of 
treatment facilities, research, and 
training programs. During this peri- 
od we have also seen the develop- 
ment of medical and other profes- 
sional specialty groups. Professional 
organizations were formed for 
nurses, occupational therapists, 
physical therapists, speech thera- 
pists, psychologists, social workers, 
and vocational counselors. World 
War II provided great impetus to 
the rehabilitation movement. 


Rehabilitation Is Everyone's Job 


It has been wisely said that re- 
habilitation is everyone’s problem. 
Unfortunately, by the same token it 
is no one’s clearly defined responsi- 
bility. We are aware of the need for 
a working partnership not only be- 
tween voluntary and government 


From top: 
Walter Bill, who three years 
ago could not walk because of 
a paralyzed left leg and weak- 
ness in the right one, is to- 
day up on crutches and a 
brace and leading an active, 
normal life as the result of 
treatment and training at the 
Easter Seal Center. 


A specially adapted tricycle is 
an essential part of both the 
treatment and the fun of his 
rehabilitation, while Walter 
Bill rides it in the broad cor- 
ridor outside the door of the 
Easter Seal Center. 


Parallel bars used as part of 
the physical therapy planned 
to strengthen Walter Bill’s leg 
and back muscles and to teach 
him reciprocal motion for prop- 
er walking, are just one of 
the many pieces of modern 
equipment in the Easter Seal 
Center. 


organizations but also among the 
many voluntary health agencies. 
The “team concept” must be applied 
not only to professional persons 
working with patients but to agen- 
cies, as well. 

Therefore, the rehabilitation cen- 
ter, irrespective of who operates it, 
should be community oriented rath- 
er than agency oriented. Once es- 
tablished, it .must maintain close 
working relationships with other 
voluntary health and welfare agen- 
cies, hospitals, civic groups, medical 
and other professional groups, and 
government agencies for the pur- 
pose of promoting a _ coordinated 
program and to familiarize these 
groups with the program being of- 
fered. 

The rehabilitation concept is new 
in the sense that it has been ex- 
panded, revitalized, and aggressively 
promoted in the light of our greater 
awareness of the needs of patients 
and our increased medical and 
other scientific knowledge. 

Three major tributaries flow into 
the present day concept of rehabili- 
tation: advances in the science of 
physical medicine during the post- 
war period; treatment centers offer- 
ing services in the areas of physical 
therapy, occupational therapy, and 
speech therapy; and sheltered 
workshops, homebound employment 
programs, and vocational training 
projects. In addition it is influenced 
by the broad current of interest in 
the emotional and motivational as- 
pects of human behavior stemming 
from the fields of psychiatry and 
psychology. 


Embodies Democratic Ideals 


Here, I should like to offer a 
broad definition of rehabilitation in 
terms of its philosophy. Rehabilita- 
tion, as a philosophy, embodies the 
democratic ideals that each individ- 
ual is unique, that each person has 
the right to participate in all aspects 
of life, and that each member of the 
community should contribute to 
society to the fullest extent of 
which he is capable. It is concerned 
with the physically disabled person 
as a human being who requires help 
to realize his physical, social, emo- 
tional, and vocational potentials. It 
presupposes an ideal goal — full 
development and utilization of abil- 
ities and maximum reduction of the 
effects of disabilities. 

In practice, we realize that there 
are many types of goals and that 
they differ for each individual. 
Limited goals may exist in one or 
more of the four areas — the psy- 
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chological, the physical, the social, 
and the vocational. Among these 
goals are: achieving the activities 
of daily living; personal satisfac- 
tion; self-care; acceptance of one’s 
abilities and disabilities; satisfac- 
tory social life; and economic goals 
as homebound employment, shel- 
tered workshops, and competitive 
employment. The specific goal for 
an individual must take into con- 
sideration the extent to which the 
handicap can be removed by medi- 
cal treatment and by use of special 
equipment, residual abilities, intel- 
lectual capacity, and emotional ad- 
justment. The appropriate goal for 
one patient may be self-care and 
improved personal satisfaction; for 
another it may be full physical, so- 
cial, and economic self sufficiency. 

Thus, the philosophy and goals of 













From top: 
Walter Bill is interested in 
every phase of his treatment 
and training at the Easter Seal 
Center, and watches closely as 
William Otterman, his physi- 
cal therapist, adjusts the im- 
portant long brace which 
helps Walter Bill stand and 
walk. 


Socialization is an important 
part of the rehabilitation 
training at an Easter Seal 
Center. Here Walter Bill plays 
with two other young patients, 
both severely crippled and 
heavily braced. 


The stand-up table helps 

strengthen back and leg mus- 

cles while Walter Bill and 

Joey have fun in the sand 

tray, at the Easter Seal Cen- 
ter. 


One of the ways of carrying 
on rehabilitation at home is 
with a pony, Light’ning, who 
is Walter Bill’s own pet and 
which he can either ride or 
drive. Here he is shown with 
his father, Robert Cash, and 
the pony (and Penny). 






rehabilitation provide us with two 
basic principles — individualization 
of the patient and treatment of the 
whole person. In order to imple- 
ment these principles, we require 
comprehensive and integrated serv- 
ices, a multi-disciplinary approach, 
patient-centered programs, and 
long-range planning. The rehabili- 
tation center is a means for organ- 
izing and channelling these princi- 
ples in the treatment of severely 
handicapped persons. I should like 
to briefly discuss each of the above: 

The essence of individualization 
is the development of a rehabilita- 
tion plan which is specific to a pa- 
tient’s needs. The plan may vary 
from individual to individual and 
from time to time in any one per- 
son. Programs must be flexible and 
avoid a mechanical approach which 
classifies patients solely in terms of 
their disabilities. 


Psychosomatic Approach Important 


Central to our thought in re- 
habilitation is the acceptance of the 
unitary nature of man. This concept, 
borrowed from psychology and psy- 
chiatry, stresses the importance of 
the psychosomatic approach to 
treatment of disability. We realize 
that human beings have emotion, 
beliefs, and attitudes which influ- 
ence the care and treatment of their 
disabilities and which, in certain in- 
stances, may lead the patient to 
avoid treatment. 

In short, we treat a person with 
a problem, not a problem attached 
to a person. We cannot treat a dis- 
ability as an isolated entity. 

Through comprehensive and in- 
tegrated services, the center at- 
tempts to meet the disabled person’s 
needs in terms of his physical res- 
toration, emotional problems, social 
adjustment, and his requirements 
for vocational activity. This involves 
the provision of a wide variety of 
services. 

Furthermore, there is a tremen- 
dous variation in the degree of com- 
plexity of the individual case re- 
quiring rehabilitation. The great 
majority of cases can be rehabili- 
tated through the services of their 
physician with some assistance from 
the hospital and perhaps a visiting 
nurse. For the simple case only a 
few services may be needed such as 
physical therapy or speech therapy 
though there are those with more 
severe disabilities where it is im- 
practical or impossible to rehabili- 
tate through individual use of iso- 
lated services by sending the patient 
here, there, and yonder for the dif- 
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ferent services that are necessary. 
It is for the severely handicapped 
that comprehensive and integrated 
services of a rehabilitation center 
are most essential. 


Teamwork Essential in Treatment 


Many different types of specialists 
participate in the four broad areas 
of service provided by rehabilita- 
tion centers. The team approach is 
the accepted method of collabora- 
tion between disciplines. It serves as 
a means of communication and pro- 
vides a unified basis for viewing 
patients. Each member of the team 
plays his part in implementing this 
approach by contributing his re- 
spective skills, by understanding 
the specialized knowledge of his 
teammates, and by adjusting his 
treatment emphasis to the inte- 
grated treatment process. In a team 
which synthesizes various view- 
points it is possible to achieve bet- 
ter evaluation, planning, and pro- 
gramming for the patient. The team 
can see the patient as a totality, as 
a whole person, in contrast to the 
segmented viewpoint of a single 
discipline. 

Long-range planning operates as 
a time-binding mechanism which 
enables us to think in terms of 
future patient goals as well as im- 
mediate objectives. Whereas the 
principle of comprehensive services 
points to horizontal integration of a 
variety of disciplines at a given 
time, the principle of long-range 
planning stresses integration of pres- 
ent and proposed services. The ob- 
jective of long-range planning is to 
achieve maximum adjustment of 
the disabled person in all life areas 
when formal rehabilitation proc- 
esses are ended. The principle pre- 
supposes that rehabilitation as a 
patient activity will continue after 
discharge from the center and that 
the center will generate sufficient 
motivation in the disabled person 
to insure that he will follow 
through and assume personal re- 
sponsibility for continued growth. 


The rehabilitation center is a 
natural consequence of the rehabili- 
tation movement and may even- 
tually become the keystone of serv- 
ices in the community. Whatever its 
location, whether=as part of a hos- 
pital setting or as an independent 
facility, the center implements the 
transition from dependency to in- 
dependence, from hospitalization or 
institutionalization. te community 
living. 

The center has a definite respon- 
sibility for furthering the develop- 





ment of rehabilitation in general. 
Certain basic services such as phys- 
ical therapy, speech therapy, home- 
bound employment must be pro- 
vided at the local community level. 
The rehabilitation center is not al- 
ways the means for providing every 
service nor do all patients require 
the extensive program it offers. 

The rehabilitation center can con- 
tribute to the rehabilitation move- 
ment through applied research con- 
cerned with evaluation of basic 
techniques, treatment results, prac- 
tices, and studies in the social and 
psychological aspects of disability. 
It can also serve as a medium for 
in-service training of rehabilitation 
personnel. 


See Increased Future Needs 


Further need for the establish- 
ment of rehabilitation services is 


Please turn to page 94 





From top: 


Like all boys, Walter Bill 
loves dogs. His favorite pet of 
all the farm animals is Penny, 
the pedigreed pug his parents 
gave him to be a companion 
during his rehabilitation. 


Walter Bill, National Easter 
Seal Child for 1957, and his 
mother, Mrs. Robert Cash, say 
goodbye to William Otterman, 
physical therapist at Easter 
Seal Center, as they leave aft- 
er twice weekly treatment. 


Physical therapist and young 
patient enjoy friendly rela- 
tionship which helps further 
progress of rehabilitation. 
Walter Bill Cash and William 
Otterman, R. P. T., share a 
joke after treatment period at 
Easter Seal Center. 


Walter Bill Cash, 5, National 
Easter Seal Boy, demonstrates 
one of the occupational ther- 
apy devices used in treatment 
of crippled children at the 
Easter Seal Center; Mason 
City, Iowa. Board contains 
many different types of leeks, 
bolts, and knobs, each secur- 
ing a.small door behind which 
is hidden a delightful surprise 
in the form of a toy. 






















































introduction 
There is a prevalent thought in many quarters that a 
tten. personnel policy’’ is the answer to a number of 
ys' hospital operating problems. We hope to illustrate 
inadequacy of this idea. There has to be more than a 
eet text to assure good personnel relations! 





THE WRITTEN PERSONNEL POLICY 
IS NOT THE ANSWER 





This is the first part of a three 
part article. Parts II and III will 
appear in the May and June is- 
sues. 











® A WRITTEN PERSONNEL policy is a 
step in the right direction, but it is 
only a step. The road to mutually 
satisfactory employee-employer re- 
lations is a long one, and has many 
approaches. It consists of a great 
many steps, and especially a sound 
and practical philosophy to do what 
is right. This philosophy is not based 
upon popularity, but fairness in 
evaluating the complex human re- 
lations of the varied hierarchies and 
special interests existing within the 
hospital community. ‘ 

With increasing frequency the 
need for written personnel policies 
is stressed. The clamor is not con- 
fined to any particular group, 
though some have been more defi- 
nite and articulate than others. Its 
advocacy has come from the admin- 
istrator—seeking an important poli- 
cy decision from his board; and 
from the unskilled employee—right- 
fully looking for a clarification of 
his job status. The impetus is inde- 
terminate, Unfortunately too, the 


Mr. Heyd is administrator of the Rowan 
ee Hospital in Salisbury, North Caro- 
ina. 
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Part | Written Policies Are Only One Step 


depth of its influence is usually un- 
derestimated until it is too late; un- 
til trouble is in the offing. 


Written Policies Popular 


The writing of personnel policies 
in recent years has been a popular 
activity. It has been fashionable—a 
mark of keeping up with the times; 
an indication of administrative 
progress perhaps? Written person- 
nel policies have been urged at na- 
tional, state and local levels by di- 
verse professional groups. Those 
organizations with the greatest co- 
ordination apparently have been 
more consistent in disseminating 
their proposals. They have advo- 
cated principles; the details having 
been left for implementation in con- 
formity with local practices. Others 
have unknowingly handicapped the 
achievement of their objectives by 
being too specific; by confining their 
goals to selfish interests; by not al- 
lowing management the necessary 
latitude required to institute major 
adjustments. 

Some presentations have been 
submitted as ultimatums, some as 
demands, as suggestions, or even as 
“something to think about for the 
future”. They have been introduced 
as undisguised, direct proposals, or 
with a subtle finesse, perhaps as a 
“rider” to some other proposal. 


Is there a common understanding 
of “written personnel policy”? The 
term is often used ambiguously. In 
its most simple form it is a compre- 
hensive published philosophy to 
guide the conduct of employee— 
employer relations for a particular 
organization. That is the ultimate. 
There are many versions and de- 
grees of what constitutes “person- 
nel” and what is “policy”. They 
may not necessarily mean the same 
thing this year as they did _ last. 
They certainly do not mean the 
same to all people. The subject is 
dynamic. It is alive because it is 
concerned with people who are 
doing things; who are going places. 


Nursing Personnel Policies 


A good example of the develop- 
ment of the idea is found in the ac- 
tivity of the accrediting service of 
the National League For Nursing. 
The prestige and influence of this 
organization reaches into hospitals 
in many cities and towns across the 
country. It has focused a lively in- 
terest in having personnel practices 
for nurses in writing. 

Could it be that the writing of 
personnel policies for nursing per- 
sonnel has been intentionally over- 
emphasized locally; that the NLN 
has been used as an excuse to gain 
this point? A general review of 
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NLN literature apparently doesn’t 
stress written policies. It does ad- 
vocate sound organization and ad- 
ministration. Nevertheless, the NLN 
Accrediting Service, whether by in- 
tention or accident has given con- 
siderable impetus to the writing of 
personnel policies for nursing de- 
partments. 

Prior to the stimulus of the NLN, 
nursing departments in many hos- 
pitals, encouraged by state, area or 
local offices, had developed some- 
thing in the way of personnel pro- 
cedures for their constituents. 

Generally they were in the form 
of separate practices involving re- 
muneration, vacations, sick leave, 
and health requirements rather than 
a cohesive overall policy. The pres- 
ent goals, especially in areas where 
a good community nursing organi- 
zation exists, generally exceed the 
common prerequisites and seek cul- 
mination in a written policy defin- 
ing broad relationships. The speed 
and enthusiasm that occasionally 
has accompanied the changes have 
prompted the inquiry—does this 
progress contribute to the benefit of 
all—the patient, the community, 
other employees? 


Only because of its eminent posi- 
tion has nursing been used as an 
example. It is to be applauded for 
its concern with this subject. 
A good start has been made toward 
promoting the recognition of and 
need for greater emphasis in the 
improvement of employee—employ- 
er relations. However, other groups 
have been very active, too, and have 
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made known their goals, The char- 
acter and force of communication 
have varied from full fledged law 
suits to tongue-in-cheek sugges- 
tions, but the aims are similar. 


Promotes Favoritism? 


Typical of pioneering, the pendu- 
lum does not always come to rest 
at center. Sometimes the actions of 
one group results in discrimination 
against other employees. This is no 
fault of the benefitting group. The 
latter simply finds itself in a good 
“bargaining position” with hospital 
management to gain its point. This 
illustrates, if nothing else, the re- 
sponsibility of management to 
maintain the initiative for improving 
employee-employer relations. De- 
sirable relations in a hospital cannot 
be achieved by one group improving 
its status at the expense of others. 
A change of status in one group de- 
stroys the balance and necessitates 
the re-establishment of new rela- 
tionships for all. 

The widespread interest in per- 
sonnel is not limited to formal pro- 
fessional organizations, nor to verti- 
cal type groupings, The individual 
employee has an inherent interest 
in all actions reflecting on his wel- 
fare, and especially his pocket book. 
The overly zealous pathologist, 
housekeeper or department head 
may not be interested especially in 
a written policy per se. He is, how- 
ever, personally concerned with 
the status of his group and seeks 
specific concessions for it. These 


changes eventually become a part 
of the accepted working conditions. 
A mere discussion may become a 
fait accompli, basically changing the 
previous practices. It is for this 
reason that administrative and su- 
pervisory personnel at all echelons 
have shown a keen interest and 
have advocated something more 
tangible than precedent to guide 
them in their daily decisions with 
their fellow workers. 


Needs More Consideration 


The increasing recognition of the 
human factor in hospital operations 
—emphasized by the significant por- 
tion of the hospital dollar now going 
into payroll—has_ invited more 
thought and care in the handling of 
this valuable commodity. A _ real 
challenge exists for management 
and supervision in an area which 
cannot possibly become less impor- 
tant, It likely will increase in mag- 
nitude, principally because the pres- 
ent day attitude places greater value 
on “man hours” of service, and be- 
cause the hospital is a service func- 
tion dependent upon people. 

If advocating a written policy is 
the means of exciting interest in 
the development of harmonious and 
effective employee-employer rela- 
tions, there is good reason for en- 
thusiasm. However, a written policy 
is only a step in a good personnel 
program. Enthusiasm should con- 
tinue beyond the initial success, for 
that is where the job becomes more 
difficult, but the rewards are 
greater. a 


See 5 <The: read to mutually satisfactory em- 
- pleyee-employer relations is a long one 
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its additional responsibilities. The 
committee should also work closely 
with the local health department. 


Aseptic Techniques 


Its first task is to investigate how 
hospital personnel are handling in- 
fected patients. Every hospital has 
isolation and aseptic routines but 
sometimes these rules are ignored 
or observed perfunctorily. The 
committee should be empowered to 
enforce the rules by sanctions. 

Incidental to such routines and 
important to infection control is 
terminal disinfection. When an in- 
feetious patient is discharged from 
an area or when he is no longer in- 
fectious, the area must be cleansed. 


Nosocomial Infections 


by Charles U. Letourneau, M.D. 


Part Ill 


This is the third part of a three-part 
article. Parts I and II appeared in 
the February and March issues, re- 
spectively. 


Committee On Infection Control 


™ IN HOspITALs afflicted by cross- 
infection there is much to be done. 
Every possible source of infection 
must be explored and abolished 
systematically. To combat this situ- 
ation where it exists, each affected 
hospital should appoint a committee 
on infection control, composed of 
the administrator, the director of 
nurses, the maintenance engineer 
and the housekeeper. To this group 
should be added at least three mem- 
bers of the medical staff. This is a 
medical problem and it requires the 
assistance of physicians to deal with 
it. The purpose of the committee is 
to prevent transmission of infection 
from patient to patient, from pa- 
tient to employee, and from em- 
ployee to patient. 

Everyone in the hospital must 
cooperate closely with the commit- 
tee and, in particular, the depart- 
ment of bacteriology may be called 
upon frequently to find reservoirs 
of infection in the hospital. This de- 
partment must be given such addi- 
tional resources in personnel and 
equipment as it may need to handle 
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The intensity and type of cleaning 
required varies with the degree of 
contamination. At the minimum, it 
should include damp dusting of all 
furniture, damp mopping of the 
floors, a complete change of linen 
and exposure of the room to sun- 
light and fresh air. If highly com- 
municable infections are involved, 
walls and furniture should be 
washed with soap and water (or 
disinfectant) for at least 24 hours.” 
Next, the committee should look 
into the method of disposal of con- 
taminated materials. Garbage, feces, 
vomitus and infected dressings 
carry heavy loads of infection and 
must be controlled adequately. 


Reusable Materials 


All reusable articles and materials 
must be completely sterilized before 
they are used again on a patient. If 
complete sterility cannot be assured, 
the hospital will find it safer and, 
ultimately, more economical to use 
disposables wherever possible. 

Essentially, every hospital should 
have a central sterile supply service. 
If there is no central supply service, 
Bowie“ recommends the following 
sterilizers in all surgical units: 

(1) Dressing sterilizers for po- 
rous or packaged equipment; 
(2) Hot-air ovens for cleaving 


or lubricated instrumenis; 
vaseline, gauze, powders, oi's, 
etc. 

(3) Bulk water/saline autoclay es 

for basin fluids; 

(4) Instrument-washer _ steril'z- 

ers or, where instruments ere 
to be hand-scrubbed, ray id 
high-pressure instrume::t/ 
bowl autoclaves. 

The Committee might also i:- 
vestigate the relatively new meal 
conduction sterilizers for small vul- 
ume work. 


Floor Care 


Next, the committee should turn 
its attention to the floors. Ultimate- 
ly, everything settles on the floor 
whether the organisms come from 
skin, clothing, dressings, blood, pus, 
or droplets from the nose and 
mouth. There the microbes dry out 
and then are mobilized as airborne 
contaminations. The efforts of the 
committee should be directed to- 
ward establishing proper methods 
of floor cleaning that will destroy 
infectious agents as well as elim- 
inate gross soiling. 

All floors that can be so treated 
should be thoroughly disinfected 
with a detergent-germicide mixture 
as often as is necessary to bring 
bacteria under control.” 

First, the floor should be scrubbed 
thoroughly with a clean, wet mop 
so as to dissolve completely any 
dried contamination. This should be 
followed up by a thorough mopping 
of the entire floor area with the 
detergent-germicide mixture which 
is then removed by means of a wet 
pick-up vacuum cleaner. A disin- 
fectant should be selected that has a 
residual and continuing antimicro- 
bial action so as to impart bacteri- 
cidal properties to the floor, at least 
temporarily. Detergent-germicices 
are obtainable which do not ccr- 
rode, bleach or otherwise damzage 
surfaces to which they are applied 
and which are relatively free from 
objectionable odors. However, the 
degree of efficiency of disinfectants 
is influenced markedly by ue 
porosity of the floor surface.” Non- 
porous surfaces are the easiest to 
clean. 

The mophead should not be su"1- 
marily returned to the janitc:’s 
closet for use the next day. Af-er 
a short time, the dirty mop and ‘he 
pail containing the cleaning ag«nt 
become saturated with infecticus 
organisms that propagate ratier 
than eliminate infection. 

On floors susceptible to wet- 
cleaning, the janitor’s mophead 


HOSPITAL MANAGEMENT 





a ae dee a 


-_ an Ce a “a (eee. “ee ‘eee ae - wl 


a 


om we “le at Oe tee 


should be laundered every day. The 
day’s cleaning should start with a 
fresh mophead. On floors that can- 
not be wetted regularly, a routine 
damp mopping with a detergent- 
germicide mixture should be under- 
taken as often as possible. On these 
floors, germicidal wax is obtainable 
which is said to give a residual bac- 
tericidal effect but wet scrubbing 
and repeated disinfection is always 
preferable whenever feasible. 


Repair Defects 


Regular cleaning is of no avail, 
:owever, if floors are basically de- 
‘active. To be cleaned effectively, 
joors should be smooth. Floors with 
nsealed joints, cracks or rough 
curfaces are natural harbors for in- 
iectious agents. All sharp corners 
vhich are hard to clean should be 
liminated. 

Special cleaning techniques must 
‘Iso be devised for “hard-to-get-at” 
olaces like boxed-in radiators, con- 
densers and motors of various kinds. 
The committee should also examine 
fixed and mobile equipment like 
venetian blinds, anesthetic ma- 
chines, floor polishers and compli- 
cated machinery. If these cannot be 
cleaned adequately, they should be 
replaced as a matter of patient safe- 
ty. They disseminate germs. 

Even if the floors and walls are 
brought under control, however, the 
air continues to be contaminated 
regularly by movement of persons 
in the hospital, patients as well as 
physicians and other hospital per- 
sonnel. 

For the control of air-borne bac- 
teria, aerosols have been tried on 
various occasions with varying suc- 
cess. Chemicals such as sodium-hy- 
pochlorite, glycerine, and resorcinol 
and tri-ethylene glycol” in combi- 
nation with phenolic disinfectants 
have been successful under ideal 
conditions. However, they are not 
effective against dust-borne bacteria 
and, to be of maximum efficiency, 
they must be applied under ideal 
conditions such as a high humidity.” 


Ventilation 


Another area that should be ex- 
plored by the committee is the 
method of hospital ventilation. The 
trend today is toward air-condition- 
ing of the entire hospital and to- 
ward the complete control of the air 
in the hospital. 

Although it is but a small part of 
the institution, the operating room 
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is a most important area. It is one 
place in the hospital where bacteria 
should be eliminated altogether. 

Following a rise in the incidence 
of wound infections in the surgical 
professorial unit of St. Bartholo- 
mew’s Hospital in London, Shooter, 
Taylor, Ellis and Ross™ investigated 
the ventilation in the operating 
rooms. The exhaust system of ven- 
tilation, they concluded, was re- 
sponsible for sucking into the op- 
erating room infectious organisms 
from the floors and the air that was 
circulating throughout the remain- 
der of the hospital. 

Despite the most careful aseptic 
techniques, clean wounds had a 
tendency to become infected. Air 
currents were checked with smoke 
and indicated that this hypothesis 
was correct. 

The ventilation was modified so 
that a slight positive pressure with- 
in the operating room was produced 
to prevent the ingress of bacteria- 
laden air currents from the rest of 
the hospital and also to insure that 
dust particles were not allowed to 
settle out over the wound area. 

These alterations greatly reduced 
the bacterial content of the air in 
the operating room and the wound- 


infection rate fell from nine to one” 


percent. 


Manifestly, such precautions as 
advocated by Shooter presume the 
elimination of infectious agents from 
the air entering into the operating 
room. Walter” advocates positive 
pressure ventilation for the entire 
hospital so that all air should be 
blown out of the building thus 
avoiding recirculation. This may be 
a more expensive method but is 
undoubtedly much safer. However, 
as the Lancet observes”, how can 
we afford “to heat our winter air 
from freezing to 75°C and then 
throw it away at the rate of sixty 
roomfuls an hour?” To some hos- 
pitals this is financially impossible. 

There is another alternative. 

Today it is possible to obtain 
electron-precipitation filters that 
can be included in the ventilation of 
the hospital. The manufacturers of 
these filters guarantee elimination 
of 95 percent to 99 percent of dust 
particles and the infectious agents 
that cling to them, when air is re- 
circulated continuously. Pollens are 
also precipitated by this method but 
when the air is brought in from the 
outside the filters are not able to 
free the air completely of pollens.” 

In the electronic filter there is no 
buildup of resistance as dirt ac- 
cumulates but “chunks of dirt will 
blow off of the collector plates if 


heavy accumulations are permitted 
to collect due to negligence in 


cleaning”.* 


Ultraviolet Light 


The use of ultraviolet should be 
considered by the cross-infection 
committee. Lowbury® found it use- 
ful in the elimination of cross-in- 
fections. Grun™ also had some suc- 
cess with it. 

Similarly, Hart* advocated its use 
for the sterilization of air in op- 
erating rooms and reported that it 
was of great assistance in the elimi- 
nation of wound infection in clean, 
primary incisions. 

The Council on Physical Medicine 
of the American Medical Associ- 
ation was not so impressed with 
ultra-violet light as a disinfectant 
in 1948. It said in part: “ 

“Clinical evidence submitted to 
the Council shows that under 
properly controlled conditions 
killing of air-borne micro-organ- 
isms by ultra-violet rays may be 
used to supplement other meth- 
ods of disinfecting air for pre- 
vention of cross-infection in 
contagious wards in nurseries 
and hospitals and for reducing 
air-borne infection of wounds in 
the operating rooms 

It is also important to consider 
the position of the United States 
Food and Drug Administration. Ac- 
cording to Klarmann®” “a seizure 
was actually made of a shipment of 
ultra violet lamps on the ground 
that their labeling claims constituted 
misbranding, a charge subsequently 
upheld by the Court™;” 

Perhaps the British expressed it 
best when Bourdillon and his co- 
workers said:“ 

“While laboratory trials suggest 
that ultra-violet radiation may 
become of great importance in 
the improvement of air hygiene, 
the practical results of ultra- 
violet radiation in field trials are 
not yet fully established.” 

Ultra-violet may actually cause 
harm under some circumstances by 
producing ozone, but this eventual- 
ity can be controlled say the manu- 
facturers. If the hospital can afford 
it, ultra-violet might provide addi- 
tional security when installed in 
the ventilation system. If the budget 
is strained, this item may be dis- 
pensed with. Until further evidence 
is produced, ultra-violet light can 
not be recommended as a control 
measure for nosocomial infections. 


Please turn to page 142 
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® ONE OF THE greatest, if not the 
greatest planning problem facing 
the hospital field, if we are to meet 
the future hospital needs of this 
country intelligently, is a definition 
of fractional hospitals. Such a defi- 
nition must make clear each frac- 
tion’s objectives and resources and 
must, in effect, delineate the trained 
personnel needed to meet those ob- 
jectives. 

Where shall we begin? We have 
several choices. The amorphously 
defined convalescent home as one 
fraction of hospital care is not the 
least important of them. 

We have no generally accepted 
definition, however, of the services 
to be expected by the public or the 
medical profession which largely 
controls the flow of patients, wheth- 
er we are talking about general 
hospitals or other types of hospital 
care—chronic, convalescent, nurs- 
ing home, home for the aged, rest 
home or mental hospital, rehabilita- 
tion center, organized or unorgan- 
ized home care, or diagnostic cen- 
ters. Yet these are all semantic im- 
ponderables given weight by com- 
mon usage out of proportion to their 
specificity. We even find these terms 
in federal legislation, as if some 
administrative legerdemain could 
give definition to names meaning 
different things to many people. 


Definitions Needed 


A group of experts in hospital 
management hardly needs to be’ re- 
minded of this need for defining 
types of hospitals, but to the public 
this is a technical quandary of some 
importance. Those who are sick, 
especially, are caught in this con- 
fusion of terms as they seek good 


Presented at the Joint Session of the 
American Association for the Advance- 
ment of Science and the American Asso- 
ciation of Hospital Consultants December 
27, 1956, New York City. 

Mr. Bugbee is president of the Health In- 
formation Foundation, New York. 
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The Relation of 
Convalescent Home to Hospital Care 





Through the leadership of an outstanding study 
staff under the direction of Dr. Magda Shorney and 
Miss Brown, and with the assistance of outstanding 
members of the faculty of the school, | look for- 
ward to a report which will be a very real contri- 
bution to local community planning and which will, 
in addition, demonstrate how we may define other 
fractions of hospital care and responsibility. We 
are fortunate in having Miss Brown as discussant. 
| hope that she will use what | have said as a point 
of departure to explain the study method which 
has evolved in the first year of investigation and 
give us some small glimpse of what they are find- 


by George Bugbee 





and economical care. No one, no 
matter how expert in the health 
professions, has yet been able to 
help them. 

Unfortunately, the public quan- 
dary is only one of several prob- 
lems related to the lack of defini- 
tions. Logical planning for future 
hospital needs requires an inventory 
of existing resources in different 
types of hospitals and a working 
concept of how the total population 
may be served. But such orderly 
steps are impossible when we have 
no explicit definition of types of 
hospitals with which, first, to clas- 
sify and count present institutions. 
And, if we were able to inventory, 
it is ridiculous to speak of planning 
to meet needs when, without defini- 
tion of what a certain type of hos- 
pital is, we cannot even begin to 
consider what it may properly do 
for patients. 


The determination of what a con- 
valescent home is and what it 
should do is fraught with all of 
these imponderables and in a cer- 
tain sense defies any definition 
without a global approach to de- 
fining all parts of what should be 
the medical-institutional armamen- 
tarium for fighting disease. 

Yet such convalescent homes ex- 
ist—26 non-profit or voluntary con- 
valescent homes in the New York 
metropolitan area—and in a chang- 
ing medical world they find the 
demand for their services changing. 
As institutions created by philan- 
thropy and having dedicated boards 
of trustees and staffs, they are seek- 
ing definition of what they are, what 
they should do for patients and 
their relationship to other’ types of 
hospitals. 


Continued on page 59, column 3 
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In 1955, these 26 convalescent 
homes admitted 13,248 patients to 
1654 beds, rendering 428,166 patient 
days of service and thus attaining 
an occupancy of 73 percent. One- 
third of the days of service were 
rendered to pay or part-pay pa- 
tients. Twenty-one homes admitted 
patients with varying diagnoses; 11 
of these admit only adults, five ad- 
mit only children and five admit 
both adults and children. One home 
services adult cardiacs, one cardiac 
children; one admits only neuro- 
logical cases and two convalescent 
homes serve only orthopedic pa- 
tients. This is a very hasty thumb- 
nail sketch without definitions of 
degree of disability of the patients 
admitted, nor inventory of profes- 
sional and physical resources of 
each home. 


The administrators of these 26 
homes have been meeting for a 
number of years under the aegis of 
the United Hospital Fund of New 
York to exchange experiences with 
the objective of improving the use- 
fulness and operating efficiency of 
their homes. 


Administrative Problems 


Early in its succession of meetings 
this conference of administrators of 
convalescent homes found much 
variation in objectives and in ad- 
mitting procedures, patient care 
levels, and demand for service. The 
most pressing problems of a ma- 
jority of these convalescent homes 
have been the effects of changing 
medical treatment and the need for 
convalescent care as reflected in pa- 
tients referred by physicians prac- 
ticing in the community. 

One factor of importance is the 
virtual disappearance of certain ill- 
nesses which had required long- 
term convalescent care in the past. 
Another important change is the 
improved financial circumstances of 
the public and thus a reduced de- 
mand for free care. And the prob- 
lems of financing have become com- 
pounded with the reduced purchas- 
ing power of endowment dollars and 
contributed funds to support free 
care. 

Under the leadership of the 
United Hospital Fund, these very 
real problems of the convalescent 
homes led to the creation of a joint 
committee of the New York Acad- 
emy of Medicine, the Hospital 
Council of Greater New York and 
the Fund. This committee was 
given a research grant of $50,000 by 
the United Hospital Fund and was 
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asked, for the benefit of the com- 
munity, to study how the con- 
valescent homes might define their 
role in the future and insure that 
care of proper quality would be 
available and used by the com- 
munity. ’ 

The Convalescent Care Study 
Committee, which I have the honor 
of chairing, was given a statement 
by the United Hospital Fund, out- 
lining some of the background 
which led to the creation of the 
Study Committee. I quote briefly 
from that report: 


“The attitude of the United 
Hospital Fund is that convales- 
cent homes should be encouraged 
to do a better job and that this 
is difficult to achieve without 
more factual information leading 
to greater agreement as to the 
needs of convalescent patients 
and the meaning of convalescent 
care. The basic need today is a 
clear understanding of the needs 
of convalescent patients, and the 
medical and allied services which 
convalescent institutions should 
be expected to provide to meet 
these needs. 

“The United Hospital Fund 
has an open mind as to the prac- 
ticability of convalescent units in 
general hospitals. This is because 
of the meager or almost nonex- 
istent demonstrations to date as 
to how such units can be organ- 
ized and conducted effectively in 
the shadow of an overwhelming 
interest by general hospital 
physicians in acute illness. 

The United Hospital Fund 
also is especially aware of the 
strong appeal which convalescent 
needs have had for philanthropic 
leaders in the New York City 
area. Many, if not most, of the 
institutions were created and op- 
erated by gifts which enabled the 
institutions to furnish care with 
little or no charge to the patients. 
Some of the convalescent homes 
began almost 100 years ago, 
whereas others began to function 
much later. 


This philanthropic support 
which has been channeled to 
convalescent institutions should 
be continued in order to avoid 
further loading of the already 
overcrowded general hospitals, at 
least until such time as more is 
known as to how to operate con- 
valescent units in general hos- 
pitals. 

However, there is a growing 
tendency for convalescent homes 
to depend on payments from gov- 
ernment for income necessary to 


meet their operating costs. For 
two reasons, protection of public 
funds and security of the homes, 
a general understanding of the 
meaning of convalescent institu- 
tional care is urgently needed. 

“Today, convalescent institu- 
tions geographically separated 
from acute hospitals are in the 
puzzling and frustrating position 
of not knowing what the future 
holds for them. This is due to the 
lack of factual information. 

“The spectacular increase in 
the cost of hospital care and the 
rapidly dwindling supply of skills 
required to render service in our 
hospitals for acute illness poses a 
serious problem for all concerned 
with the health of the nation as it 
depends upon the hospitals.” 


Outline of Problems 


Thanks to the thoughtful advance 
study given the problems of con- 
valescent homes and convalescent 
care, the Study Committee had the 
advantage of a very helpful outline 
prepared by Dr. Hugo Hullerman 
of the Fund staff. This outline sum- 
marizes the problem as _ follows: 

“A basic need today is for a clear 
understanding of convalescence and 
of the medical and allied services 
which convalescent institutes should 
be expected to provide to meet 
these needs. There is very little 
factual information to help con- 
valescent homes with their planning 
or to help general hospitals to know 
what facilities and staff organization 
they should have for an intra-hos- 
pital convalescent program. 

“To be considered as potential lines 
of investigation: 


1. A study of hospital discharges 
(these are resources for con- 
valescent care) 


. Evaluation of need for con- 
valescent care according to 
kind of illness or handicap and 
therapy needed 


. Evaluation of need for con- 
valescent care according to 
social handicap 


. A study of convalescent home 
admissions, course of treat- 
ment, discharge condition and 
arrangements 


. Study of convalescent home 
per diem cost and average cost 
per patient 

. Study of existing convalescent 
care programs for hospital in- 
patients 


“The subject of convalescent care 
in special institutions or within gen- 


eral hospitals has become increcs- 
ingly important: 

1. because of the revolution in 
therapy which has radiccily 
changed the significance of 
many diseases 

2. because convalescent insti‘ u- 
tions are striving to upgride 
their facilities and services, 
without a clear understand ng 
of the needs they are tryinc to 
meet 

3. because hospitals are being 
asked to establish more cco n- 
prehensive convalescent cre 
services without good prec d- 
ents as to what that mean: 

4. because, although it was rati:er 
unusual for convalescent 
homes to make a charge for 
their services, these services 
being paid for by philanthropy 
for many years, today many 
of the convalescent homes find 
they must charge for their 
services 

5. Because there is a trend for 
local governments and insur- 
ance plans to pay for care in 
convalescent institutions with- 
out clarity as to what this 
means as to service or econ- 
omy 

“Some of the important questions to 
be answered are: 

1. Are convalescent homes 
needed? 

2. Is the need because of medical 
or social reasons, or to what 
degree a combination of 
these? 

3. What is the economic signifi- 
cance of an expanded institu- 
tional convalescent care pro- 
gram? 

4. What should be the pattern of 
convalescent home - hospital 
relationships? 

5. What are the essential ele- 
ments for the hospital con- 
ducting its own convalescent 
care program? 

6. What is convalescence?” 

The Convalescent Care Study 
Committee was fortunate in dra\w- 
ing the interest of Columbia Uni- 
versity School of Public Health end 
Administrative Medicine and to in- 
itiate a two-year study of this prcb- 
lem late in 1955. 


We have, as yet, no answer to ‘he 


problems which we are studyig, 
but certain information is beginn‘ng 
to emerge. The immediate obj 
tives are local and specific, but it i 
apparent that the problems 
neither local nor delimited in «he 
sense that convalescent care can be 
studied anywhere as an _ isolated 
entity. a 
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Who's Who 





ALLIson—See McAmis notice. 


Anton, Davin—has been appointed 
manager of the VA _ hospital in 
Castle Point, N.Y. 


Barrett, S. N.—See WILLIAMS no- 
tice. 


Barron, WiLL1aAmM E.—will retire as 
administrator of Shadyside Hos- 
pital, Pittsburgh, Penn. on May 31. 
He was formerly at Washington 
Hospital, Washington, Penn. 


BarTLETT, JESsE—formerly admin- 
istrator of Ivy Memorial Hospital, 
West Point, Miss. Now adminis- 
trator of Boone County Hospital, 
Columbia, Mo. 


BoaRDMAN, JOHN J., JR.—assistant 
administrator at the Ohio State 
University Hospital Columbus, 
Ohio, has been appointed associate 
administrator of Lake County Me- 
morial Hospital in Painesville, 
Ohio. 


BoEHNKER—See McDANIEL notice. 
Bootu—See NELSON notice. 


BRENNAN, SISTER ANNA CeciL1a, CSJ 
—was named administrator of St. 
Joseph’s Hospital & Medical Center, 
Hancock, Michigan. Sister Mary 
Jutia (Martin) CSJ, will be as- 
sistant administrator, and SISTER 
ANNETTA CLARE (Morin) CSJ, was 
appointed director of nurses. 


BroTHERTON—See REID notice. 


BROWNELLER, Dr. ExLtswortH R.— 
has been appointed to succeed the 
late Dr. Haywarp R. Hamrick as 
acting medical director of the Jef- 
ferson Medical College Hospital, 
Philadelphia, Penn. 


Brunint, Rr. Rev. Mscr. Joseru B. 
—was named the first auxiliary 
bishop in the history of Mississippi 
Catholicism. He is active in the 
Mississippi Hospital Association and 
is president of the Catholic Hospital 
Association of the United States 
and Canada. 
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Busuonc, Dr. Roy—superintendent 
of the Lima State Hospital for the 
past 16 years, will retire April 1. 
Luwens, Dr. HENRY, now managing 
officer of Veterans Administration 
Hospital at Coatsville, Pa., will be 
his successor. 


CALLAHAN, Mr. THomas’ E.—has 
been appointed administrative as- 
sistant of the T. E. Schumpert Me- 
morial Sanitarium in Shreveport, 
La. He was formerly assistant ad- 
ministrator at St. Joseph’s Hospital 
in Fort Worth, Texas. 

H.—See 


CasHMAN, Dr. Haroun 


Masor notice. 


CHANDLER, Dr. JAMES B.—director 
of professional services at the VA 
hospital in Fayetteville, N.C., has 
been appointed manager and di- 
rector of professional services of the 
VA hospital in Marlin, Texas. 


CuarE, SistER ANNETTA—See BrEN- 
NAN notice. 


ConeNn, KENNETH P.—administrative 
assistant in Management Engineer- 
ing at the Jewish Hospital of St. 
Louis, Mo. has been made an as- 
sistant director. 


Cono, FraNK E.—has been elected 
a vice-president of the Hospital 
Service Association of Western 
Penn., the area’s Blue Cross Plan. 


Frank E. Coho 


Corey, Miss GLENNA—superintend- 
ent of Porter Hospital Middlebury, 
Vermont, will resign from the post 
as of July 1. 


Coucu, Rosert C.—appointed ad- 
ministrator of Cherokee County 
Hospital now under construction at 
Centre, Alabama. 


CrappocK—See NELSON notice. 


Craic, Miss Eva P.—for nearly 25 
years executive director of Akron 
Ohio General Hospital, Akron, 
Ohio, will retire. Her successor 
will be Dr. JosepH Licuty, for the 
past six years administrator of 
Moses H. Cone Memorial Hospital, 
Greensboro, N. C. 


DataGer—See EISELE notice. 
DanpicNac—See RIpDLE notice. 


Davis, Miss Henrietta E.—has 
joined the staff of the Board of 
Hospital and Homes, as Director of 
Nursing, Chicago, Illinois. 


EIsELE, Dr. Paut L.—manager of 
the Veterans Administration Hos- 
pital in Waukesha, Wis., has been 
appointed manager of the VA hos- 
pital in Albuquerque, New Mexico, 
VA announced. He will succeed 
Davi K. Datacer who will retire. 


FERRELL—See TEMPLETON notice. 


Fow.er, Tom L.—former assistant 
manager of the VA Hospital at 
Long Beach, Calif., will be trans- 
ferred to the VA Hospital at Alex- 
andria, La., in the post of manager. 
He will fill the vacancy created by 
the retirement of Dr. Pattison A. 
WATERS. 


Gitster, Mary ANN—appointed as- 
sistant administrator at Victory Me- 
morial Hospital, Waukegan, Ill. She 
was formerly at Mac Neal Me- 
morial, Chicago, IIl. 


G.LucKMAN, Dr. Eart C.—was ap- 
pointed manager of the VA Hos- 
pital at Coral Gables, Fla. Dr. 
Gluckman will succeed Dr. Harold 
F. Machlan who will retire. 


HaBe._, Harry—See Pritt notice. 
Hare—See MANDELL notice. 


Heiman, NatHan—appointed direc- 
tor of Mount Sinai, Chicago replac- 
ing Doctor Stephan Manheimer who 
has resigned. 
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HERNDON, ELIsHA M.—executive 
vice president of the Hospital Care 
Association, of Durham, N. C., has 
been elected to a two-year term on 
the Blue Cross Commission of the 
AHA. 


Hocuu.t1, Miss BertHa—administra- 
tor since 1943 of the Boone County 
Hospital, Columbia, Mo., has re- 
signed. 


Howpen, RicHarp E.—has been ap- 
pointed administrator of Morrow 
County Hospital, Mt. Gilead, Ohio. 
He was former business manager 





of Cleveland City Hospital, Cleve- 
land, Ohio. 


Hoosier, W. H.—appointed admin- 
istrator of Kettering Hospital now 


under construction in Loudonville, 
Ohio. 


Hurtey, Joun L.—assistant admin- 
istrator of St. Catherine’s Hospital, 
Omaha, Neb. 


Jutia, SistER Mary—See BrenNAN 
notice. 


Larrick, Dr. Lioyp E.—appointed 





United Hospitals Appeal 


more effective capital fund-raising for 
aS few as two hospitals to ten or more 


Everyone likes the idea of ONE fund-raising campaign 
for a group of hospitals in a community. 

It eliminates the public’s reluctance to support a suc- 
cession of individual appeals. It enlarges the area of poten- 
tial financial support and results in better hospital facilities 
for the entire community. 

United Hospital Appeal, as carried out under the experi- 
enced counseling of American City Bureau, is a thorough 
service. It includes basic planning and coordination to 
establish goals . . . organization of volunteers . . . super- 
vision of clerical work . . . direction of publicity... 
accounting and distribution of funds. 

A dignified, persuasive united appeal can be the ideal 
solution to the growth problems of your hospital and 
others in the community. Please write for full information, 
it will be well worth your while. 


(ESTABLISHED 1913) 


erican City Bureau 


Prudential Plaza, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, New York 


CHARTER MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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superintendent of Christ Hospit:l, 
Cincinnati, Ohio. He will succeed 
Dr. Merritt F. Steere, who is re- 
tiring. 


Larson, Dennison L.—formerly a:!- 
ministrator at Schoolcraft Mem - 
rial Hospital, Manistique, Mich. ai- 
nounced he will accept the post of 
administrator of the Bethesda Hc;- 
pital in Hornell, N.Y. 


Licuty—See Craic notice. 


Lumens, Dr. Henry—See Busuonc 
notice. 


Lyons, ALBERT S., M.D.—was ap- 
pointed director of medical educa- 
tion at Park City Hospital, Bridge- 
port, Connecticut. 

F.—See 


Macuian, Dr. MHarowp 


GLUCKMAN notice. 


Magor, Dr. JosepH—appointed su- 
perintendent of the Belmont Coun- 
ty Tuberculosis Sanitarium. He 
succeeds Dr. Harotp H. CasHMan 
who will become medical director 
of the new state sanitarium at Nel- 
sonville, Ohio. 


MANDELL, Dr. Epwarp H.—manager 
of the VA Hospital of Saginaw, 
Mich., will be transferred as man- 
ager of the VA consolidated hos- 
pital at Indianapolis, Ind. to fill the 
vacancy created by the retirement 
of Dr. Eart H. Hare. Dr. MANDELL 
will be succeeded at Saginaw by 
Dr. Russett E. PLeune, director of 
professional services at the VA hos- 
pital in Madison, Wis. 


MANHEIMER—See HELMAN notice. 


Massey, M. Frank—personnel di- 
rector of Cone Memorial Hospital 
at Greensboro, N.C., has been 
named administrator of Piedmont 
Memorial Hospital at Greensboro. 


Masters, Brooker L. of Fremont, 
Mich. has been named Medical Di- 
rector of Michigan Blue Cross. 


McAmis, E. L., M.D.—former s 1- 
perintendent of the Natchez Chari ‘y 
Hospital who resigned some tiie 
ago has been reappointed. He r=- 
places Dr. James W. ALLISON. I'2. 
ALLISON is about to enter Military 
Service. 


McDanieL, Rev. Homer E.—has 
taken over as superintendent of 
Martha Washington Home of 
the Emmanuel Community Center 
(Methodist) in Cincinnati, Ohio. He 
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succeeds the Rev. Wiu1am A. 
BoEHNKER, who is serving as ad- 
ministrator of the Methodist Home 
for the Aged, Cincinnati, Ohio. 


Mayer—See WaAtTCHER notice. 


Netson, W. Harris, Sr.—has been 
elected president of the Tri-City 
Hospital for the ensuing year suc- 
ceeding Maurice O’Mansky. Other 
officers elected were D. L. Crap- 
pocK, vice president; Ben C. Trot- 
Ter, secretary and Doucias Boots, 
treasurer. 


Nrxon—See WALKER notice. 
O’MansKy—See NELson notice. 


Parks, Harotp C.—named admin- 
istrator of the McDowell Memorial 
Hospital, McDowell, Kentucky. He 
was formerly administrator of the 
Wooster Community Hospital, 
Wooster, Ohio. 


Parsons, LiILLIaAM—appointed ad- 
ministrator of the Oakville-Trafal- 
gar Memorial Hospital, Ontario, 
Canada. 


Paxson—See REYNOLDS notice. 


Pearce, Harotp G.—has been ap- 
pointed vice president of the Blue 
Cross Association, Detroit, Michi- 
gan. 


f 


Harold G. Pearce 
PLEUNE—See MANDELL notice. 


Pritt, Ernest L.—has been ap- 
pointed administrator of the Mey- 
ersdale Community Hospital, Mey- 
ersdale, Pa. replacing Mr. Harry 
Haset, who has resigned. 


WaALTER—has_re- 


Rapaport, Dr. 
Signed as state director of mental 
hygiene to return to his former post 
as medical director and superin- 
tendent of Agnews State hospital, 
Agnews, California. 


Rew, Louis C.—named administra- 
tor of Epworth Hospital, Liberal, 
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Kansas. He replaces WALLACE 
BROTHERTON, who resigned. 


REYNOLDS, Raymonp J.—formerly 
assistant hospital administrator 
from Norwalk, Conn., appointed 
administrator of Delaware County 
Hospital, Drexel Hill, Penn. He 
succeeds CHarLEs S. Paxson, JR, 
who takes over administrative post 
at Hahnemann Hospital, Philadel- 
phia, Penn. 


Ruee, J. C. P.—effective Feb. 1 is 
administrator of Sun Valley Hos- 
pital, Sun Valley, Calif., was for- 
merly at Encino Hospital, Encino, 
Calif. 


Rippte, Dattas E.—named admin- 
istrator of Piqua Memorial Hos- 
pital, Piqua, Ohio. He was formerly 
assistant administrator at the Akron 
Children’s Hospital, Akron, Ohio. J. 
Gorpvon Danopienac, the present ad- 
ministrator is resigning his post to 
become assistant superintendent of 
the Cleveland State Hospital, 
Cleveland, Ohio. 


Rysurn, Norman Leon—has been 
appointed administrator of the Man 
Memorial Hospital in Man, West 
Virginia. He was formerly night 
superintendent of the Hillcrest 
Medical Center, Charleston, West 
Virginia. 


StapE, Metvin J.—appointed comp- 
troller of Knickerbocker Hospital, 
New York, N. Y. He was formerly 
with the firm of Loeb & Troper. 


StTEELE—See Larrick notice. 


STEPANCHAK, RussELL—named ad- 
ministrator of Columbia Hospital, 
Columbia, Penn. 


TIERNEY, THomMAs A.—appointed ex- 
ecutive director of the Colorado 
Blue Cross Plan. 


TEMPLETON, CHARLES S.—chief hos- 
pital administrator with the North 
Carolina State Medical Care Com- 
mission became executive secretary 
of the commission, succeeding Dr. 
Joun A. FERRELL, who has retired. 


TROTTER—See NELSON notice. 


Waker, JoeL H.—of Springfield, 
Mass. has been appointed adminis- 
trator of the Barre City Hospital, 
Barre City, Vermont. He will suc- 
ceed Paut Nrxon. 


WatcHER, Mitprep N.—resigns post 


as superintendent of the Titusville 
Hospital, Titusville, Penn. She held 
the post for twenty years and dur- 
ing part of the time was also treas- 
urer of Northwest Regional Hos- 
pital Association. Succeeding her, 
is AtBERT W. Mayer, he has been 
assistant superintendent of Cone- 
maugh Valley Memorial Hospital, 
Johnstown, Penn. 


WatTers—See FOow ter notice. 


WILLIAMS, PREstToN—has_ been 
named the new administrator of 
the Robberson-Shirley Hospital in 
Wynnewood, Oklahoma effective 
January 1, 1957. He replaces S. N. 
BarreETT, who resigned to go into 
private business. 


Wirtrup, RicHarp—appointed ad- 
ministrator of the proposed Uni- 
versity of Kentucky Hospital, Lex- 
ington, Kentucky. Formerly an ad- 
ministrative assistant at the Uni- 
versity of Chicago Clinics, also was 
an instructor and assistant director 
of the graduate program in the 
Hospital Administration section of 
the School of Business there. 


Richard Wittrup C. B. Womer 


Womer, CHARLES B.—appointed as- 
sistant director of the University 
Hospital, Cleveland, Ohio. He joined 
the staff of University Hospitals in 
1952. 


DEATHS 


Bouman, Wi.Li1am O.—administra- 
tor of Middletown Hospital, Middle- 
town, Ohio. 


Duncan, Mrs. Herma—former su- 
pervisor of the Barnesville General 
Hospital, Barnesville, Ohio. 


EICHENLAUB, Mark—formerly ad- 
ministrator of West Penn. Hospital, 
Pittsburgh, Penn. 


ELIZABETH, SIsteR M., OSB—was 
administrator of St. John’s McNa- 
mara Hospital, Rapid City, South 
Dakota. 
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Hamrick, Dr. Haywarp R.—Vice 
President and Medical Director of 
Jefferson Hospital and Secretary of 
the Board of Trustees of Jefferson 
Medical College and Hospital. z 


® CHRIST HOSPITAL, Cincinnati, 
Ohio, reported a successful work- 
shop on “Pastoral Care and Coun- 
seling”, conducted by Russell L. 
Dicks. Co-sponsor of the meeting 
was the Cincinnati Council of 
Churches. Chaplain L. H. Mayfield, 
of the hospital, served as coordi- 
nator. 





Suppliers News 


Avams, R. D.—Appointed director 
of sales for the Steam Cleaner, Dy- 
namometer and Chemical Divisions 
of the Clayton Manufacturing Com- 
pany, El Monte, California. Mr. Ap- 
AMS succeeds WALTER Woop, who 
will take over as regional manager 
for the eleven western: states, 


ARMSTRONG, Eve—Elected executive 
vice-president-secretary of the 















So they may see... 


Famous Castle illumination is now combined with the 
most maneuverable major surgical lamps ever built. 

Without use of tracks or counterweights, Castle “60 
Series” Lights provide new feathertouch mobility ... 
permit instant control of light by the surgical team. 

Fine adjustments are made in seconds... light 
beamed instantly where it is needed by those who 
actually see the result in the incision. 

The result is proper and quicker light placement... 
faster, clearer, fatigue-free vision... better surgery. 


Write for folder on Castle “60 Series” ise 
Lights and Color Camera Attachment. ee. 


se i i WILMOT CASTLE COMPANY 
1801C East Henrietta Road « Rochester, N. Y. 
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Gordon Armstrong Company, ‘nc,, 
of Cleveland, Ohio. Other officers 
are Frep H. Herr, vice-presi:ient 
and assistant treasurer and Jay 
Dorsak, vice-president in chiirge 
of engineering. 


ArNotp, JAMES M.—Elected vice- 
president and assistant gen2ral 
manager of Recordak Corpora‘ion, 
in New York City, subsidiary of 
Eastman Kodak Company. 


BIRTWELL, Davin—Appointed man- 
ager of education of the time equip- 
ment division of the International 
Business Machines Corporation, 
New York, New York. Mr. Birr- 
WELL was formerly administrative 
assistant in sales management for 
the corporation. 


CatisE, Vincent J.—has been ap- 
pointed general sales manager of 
Graver Water Conditioning Co. 


CAMPBELL, JOHN F.—Named direc- 
tor of operations for Consolidated 
Diesel Electric Corporation. 


Cook, STEPHEN M.—See SENTENAC 
notice. 


Daniets, L. C.—Named general 
manager of the Buda _ Division, 
Tractor Group, Allis-Chalmers 
Manufacturing Company, succeed- 
ing R. K. Mangan, president and 
general manager, who retired. 
Owen J. Hiccins has been named 
general manager of the Harvey, 
Ill, Works. 


Davis, Morris D.—See Forte notice. 


Dorsak, JAy—See ARMSTRONG 10- 
tice. 





Paul E. Elliott R. D. Adanis 
Ex.iotr, Pau E.—appointed South- 
ern Regional Manager for Ac’cent 
International, is announced by In- 
ternational Minerals and Chemical 
Corp., Atlanta, Ga. 
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Sanitary PREAM Packets cost 
less per serving than cream — 
more economical than 
half-and-half ! 


Creaming hot drinks with cold 
liquid cream can quickly make 
them lukewarm and unappetiz- 
ing to your patients. 

But modern hospitals — like 
the major airlines—have learned 
how to serve a steaming hot, de- 
liciously-creamed cup of coffee 
every time. They use ever-fresh 
PREAM, in individual packets, 
wherever cream is desired. 

PREAM dissolves instantly and 
adds rich cream flavor .. . but 
doesn’t cool off hot drinks! Hos- 
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pital patients appreciate the fact 
that Pream won’t spill, won’t 
spoil. It’s a 100% pure dairy 
product, pasteurized and homo- 
genized, but keeps indefinitely 
without refrigeration. 

PREAM Packets save your food 
budget dollars and help your 
kitchen run smoother. They are 


Coffee with PREAM is good ...and hot! 





light, easy to store, and com- 
pletely eliminate the washing, 
sterilizing (and breakage) of 
pitchers and creamers. 

Send today for a sample box 
of individual PREAM Packets. 
Try PREAM, and see how your 
patients appreciate really good, 
really hot coffee. 





Yes, I would) ye 


Instant PREAM — 





like free sam- 
ples of Pream 





POSITION rails 





Packets, to 


Priced 2 





tient accept- 


ance and serv- apoarse.__ 





ing economy. 





M & R Dietetic Laboratories, Inc., Columbus 16, Ohio 
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You can't shoot quail in 
with a "POP" gw 


apy ONE 
‘DO ALL YOUR COPYING 


hunter 


photo-copyists 
Copy Any Mark On Any Paper 





Hi-Speed 
HECCOK WIK 


photo-copyist 


No job is too tough for the Hunter 
Hi-Speed Heccokwik photo-copyist. Print, 
typewriting, handwriting, drawings, pho- 
tographs—they’re all the same. Simply 
insert the original and Hi-Speed makes 
the copy—black, clear, sharply-defined. 


And with Hi-Speed you get a full, 
finished dry copy in 20 seconds! No 
mistakes! No erasures! Works on any 
desk in any light. No darkroom or 
chemicals. Anyone can operate it. 


Hi-Speed and its papers are American 
made—the supply guaranteed. Hunter’s 
revolutionary new development, Auto- 
Feed, is standard equipment’ with 
Hi-Speed, and makes _photo-copying 
practically automatic and foolproof. 


All we ask is—let us demonstrate in 
your office—on your work to prove that 
Hi-Speed is the machine for you! 


CLIP TO YOUR LETTERHEAD: 







' Hunter Photo-Copyist, Inc. 

566 Spencer St., Syracuse, N. Y. 
| Gentlemen: 

| | want the Hunter Hi-Speed 


PIONEER 
IN | demonstrated in my office. 
PHOTO-COPYING 
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Encet, Tuomas T.—has been ap- 
pointed sales manager for the Din- 
nerware Division, Chicago Molded 
Products Corp., Chicago, Illinois. 





Owen J. Higgins 


L. C. Daniels 


Forte, Victor—Named assistant to 
the executive vice president at King 
Coffee, Inc., Detroit, Michigan. JoHN 
J. Murpoy and Micuaet A. SIMoNn 
will serve as assistant sales devel- 
opment directors. Other sales ap- 
pointments are Morris D. Davis 
and Ricuarp S. LaneTon, who be- 
come divisional sales supervisors. 


FRANCIS, JOHN B.—See FRANCIS no- 
tice. 


FRANcIs, ParKeR B.—Named chair- 
man of the board of Puritan Com-+ 
pressed Gas Corporation, Kansas 
City. Other appointments are JOHN 
B. Francis to president; PARKER B. 
Francis III to executive vice-pres- 
ident; JoHn C. Rose to secretary- 
treasurer; JOHN J. WarTERS, general 
sales manager of the Puritan Medi- 
cal and Aviation Divisions, LOwELL 
R. Jounson has been appointed 
vice-chairman and general counsel 
of the Puritan Compressed Gas 
Corporation, and has also been 
named president of the Puritan 
Realty Corporation. 


Francis, Parker B. II]—See Fran- 
cIs notice. 





P. B. Francis 


W. T. Hooven 


Grrarp, DonaLp J.—Named man- 
ager of Trane Company Syracuse 
sales office, succeeding James H. 
HancuHETT, who will be sales repre- 
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sentative in northern New York 


State. 


GoopMaN, WALTER—has been ap- 
pointed sales manager of the Jer- 
rold Electronics Corp.’s Products 
Line Division in Philadelphia, Pa. 


GriswoLp, Irvinc W.—has been ap- 
pointed advertising manager of In- 
ternational Molded Plastics, Inc, 
Cleveland, Ohio, manufacturers of 
Brookpark and Arrowhead dinner- 
ware, and Structoglas reinforced 
plastic panels. 


Gupesrop, E. D.—See Hooven no- 
tice, 


HaNcHETT, JAMES H.—See Girarp 
notice. 


Herron—See Lacy notice. 


Herr, Frep H.—See ARMSTRONG no- 
tice. 


Hiccins, Owen J.—See DANIELS no- 
tice. 


Hooven, W. T.—Named president of 
Gudebrod Bros. Silk Company, Inc., 
succeeding E. D. GupeEsrop, who 
was elected chairman of the board. 


Please turn to page 75 





HIS HEART 
TOMORROW 





NEEDS YOUR HELP 
TODAY 


More than 500,000 chil- 
dren with damaged hearts 
look to medical research... 
supported by the Heart 
Fund...for a brighter 
tomorrow. 


Their hearts need your help 
today. Give generously. 


HELP YOUR 
HEART 


HELP YOUR gf 
HEART FUND 
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| found there is 
a Man Who Knows! 






TRAN OO ah OLE ERT 


When aseptic 
problems baffled us 


... I called the Huntington Repre- 
sentative and the first thing he did 
was to make a study of our entire 
cleanliness program to see how the 
asepsis could be improved. Later he 
helped us plan*maintenance sched- 
ules and gave demonstrations which 
showed our custodians the best way 
to sweep and mop, or seal and wax 
floors. He showed them a lot of short 
cuts in cleaning and helped them to 
see how their jobs could be done 
more efficiently. 

As a result, our maintenance labor 
cost was cut by about 45%! I don’t 
have to tell you that made everybody 
happy. Yet the service of this special- 
ist cost us nothing. 

When you have a problem—any kind 
of hospital sanitation or 
maintenance problem— 
ask for the assistance of 
the Huntington man. 





The Man Behind the 

Drum ... your Huntington 
Representative—can help 
you cut maintenance 
costs. Ask him to call. 





INCORPORATED 
Huntington, Indiane 
Philadelphia 35, Pa. © Toronto 2, Ont. 
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SUPPLIES 
Continued from page 70 


JOHNSON, LOWELL R.—See FRANCIS 
notice. 


KeEMPTON, Rosert L.—Appointed 
general sales manager for Edwards 
Company, Inc. He was formerly as- 
sistant general sales manager. 





T. S. Nolan 


R. L. Kempton 


KragiceEK—See Lacy notice. 


Lacy, E.—field service representa- 
tive for Oakite Products, Inc. has 
been transferred from Detroit to 
Houston, Texas; R. W. KraJicek 
from Billings, Montana to Lake 
Charles, Louisiana; B. B. HeErron 
from Odessa to Beaumont, Texas; 
and Horace V. WEtts, from San 
Antonio to Corpus Christi, Texas. 


Lancton, RicHarp S.—See Forte 
notice. 


Mangan, R. K.—See DANIELs notice. 


Maris, JoHN K.—appointed service 
manager of Glasco Products Co., 
subsidiary of Owens-Illinois Glass 
Co., Chicago, Illinois. 


McCartuy, Davin P., Jr—Named 
Yale Hoist district sales representa- 
tive for the Pacific Northwest ter- 
ritory. 


Murpuy, JoHN J.—See Forre notice. 


Notan, THomas S.—executive vice 
president of the Edwards Co., Inc. 
has retired but will continue to 
serve as a member of the board of 
directors. 


ParKER, Morcan—elected chairman 
of the board of the Becton, Dick- 
inson & Co., Rutherford, N. J. For- 
mer head of board Max Rosin of 
Rutherford, is retiring. 


Please turn to page 146 


For more information, use postcard on page 133 








































Why Faucets Lea 
--§ out of 10 washers are fastened with 
--T00 LONG or SHORT screws. The screws 
---QUICKLY LOOSEN, thus loose washers 


--are destroyed thru grind and squeeze 
-~-of opening and closing faucets. 


34 years of research uncovers 
new solution 


--Now, NEW (Patented) ‘Sexauer’ SELF- 
--LOCK Monel screws, with an imbedded 
--expanding NYLON PLUG, lock at the re- 
~-quired depth AUTOMATICALLY — hold 
--washers FIRMLY! 


--Made of rustproof, non-corroding 
_ -~MONEL, heads don’t twist off or screw 
: --slots distort. They are easy to remove 
_ -~-when necessary, can be used over and 
--over. 


| --Used with NEW ‘Sexauer’ EASY-TITE 
--faucet washers, this combination out- 
--lasts past faucet repairs “6 to 1”! 
--EASY-TITES are made of super-tough, 
-~-pliable du Pont compound (neither rub- 
--ber nor fiber) and reinforced, like a 
--tire, with a vulcanized layer of Fiber- 
-~glas, they resist distortion and splitting 
--from shut-off grind and squeeze. 


The hidden costs of faucet leaks! 


_ Faucet leaks are costly! As authenti- 
_ cated by Hackensack, N. J. Water Co. 
- and American Gas Association, STOP- 
PING just ONE PIN-HOLE SIZE (1/32”) 
LEAK can reduce water waste 8,000 
gal. quartérly. If a HOT WATER FAU- 
CET LEAK, water and fuel savings 
JUMP to over $7.58 QUARTERLY — 
plus additional savings on MATERIALS 
—LABOR—and costly FIXTURE RE- 
PLACEMENTS! 

NEW SELF-LOCK screws and EASY- 
TITE faucet washers are just TWO of 
the ‘“‘SEXAUER” line of over 3000 | 
TRIPLE-WEAR plumbing repair parts | 
and Pat’d. precision tools. aq 

A “SEXAUER” Technician in your 
vicinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with aa regarding a SURVEY || 
of your plumbing fixtures to determine 
correct repair parts required and estab- || 
lish reasonable stock levels that avoid | 
both overstocking and shortages — thus 
providing for efficient stock arrange 
ment and control—all without obliga- 
tion. WRITE TODAY. 


J. A. Sexauer Mfg. Co., Inc. Dept. AF-47 
2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy 
of your NEW, 126 page Catalog “H.” 
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Hospitals and the Law 








by Emanuel Hayt, LL.B. 


Immunity of Charitable Hospitals 


Three recent cases decided in three different states have 
come to different conclusions with respect to the liability of 
hospitals for injuries to patients. Texas affirms its immunity 
rule; Idaho overrules its decisions with respect to paying pa- 
tients; and Ohio reverses its former holdings on immunity. 
The trend seems to be to narrow the exemptions for charitable 
hospitals, although some jurisdictions still hold to their im- 


Court Affirms Texas Immunity of 
Hospitals for Injuries to Patients 


™ MOLLIE C. JONES sued Baylor 
Hospital for personal injuries al- 
leged to have been caused by the 
negligence of a nurse employed by 
the Hospital. The trial court dis- 
missed the complaint on the ground 
that a charitable institution is ex- 
empt from liability for injuries to 
its patients caused by the negli- 
gence of its employees unless it is 
shown that it was negligent in hir- 
ing or retaining said employee. 

It was conceded that Baylor Hos- 
pital came within the legal classifi- 
cation of a charitable institution. 
That being so, there is no doubt the 
trial court correctly dismissed the 
complaint. Southern Methodist Uni- 
versity v. Clayton, 176 S.W. 2d 749 
(Opinion adopted). 

Counsel for the patient was well 
aware of the rule as stated in the 
above cited case, but in an able 
presentation said that it is a rule of 
judicial decision which should no 
longer be followed for two reasons: 
(1) It should never have been 
adopted by our courts, and (2) it is 
no longer applicable because of 
changed conditions. He stated that 
the “immunity rule” had its origin 
in the United States in McDonald 
v. Massachusetts General Hospital, 
120 Mass. 432 (1876), which was 
based on the English case of Hali- 
day v. St. Leonard’s, 142 Eng. Re- 
print 769 (1861), which had fol- 
lowed the dictum in Duncan v. 
Findlater, 7 Eng. Reprint 934. Ap- 
parently the Massachusetts Court 
believed it was adopting the com- 
mon-law rule, but as a matter of 
fact the Duncan case had already 
been overruled in England in Mer- 
sey Docks, Trustees, v. Gibbs, 11 
Eng. Reprint 1500 (1866), and the 
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munity. 


Haliday case was disapproved in 
Foreman v. Mayor of Canterbury, 
L.R. 6, Q.B. 214 (1871). The at- 
torney argued further that the rule 
ought not to be applied today, be- 
cause charitable institutions such as 
Baylor Hospital may protect them- 
selves by taking out liability in- 
surance. 

“Be that as it may,” “the rule is 
well established in Texas and this 
Court is bound to apply it under the 
principle of stare decisis. 11 Tex. 
Jur. 843.” 

The judgment of the trial court 
was affirmed. 

(Jones v. Baylor Hospital, 5 CCH 
Neg. Cases 2d 580 Tex.) 


Hospitals Liable in Idaho for 
Injuries to Paying Patients 


™ IN HER COMPLAINT, PLAINTIFF 
(appellant) alleged that she suf- 
fered personal injury as the result 
of negligence on the part of both 
the defendant (respondent) hospital 
and its employees; that the injury 
occurred while she was a paying 
patient in the hospital; and that the 
hospital does receive and treat some 
patients without charge, or on char- 
ity. 

A general demurrer to the com- 
plaint was sustained and judgment 
entered dismissing the action. This 
appeal is from the judgment. 

Appellant presents this appeal 
upon the theory that her complaint 
alleges the charitable character of 
the defendant, and directly attacks 
the doctrine of immunity announced 
in Wilcox v. Idaho Falls L. D. S. 
Hosp., 59 Idaho 350, 82 P. 2d 849. 
In that case this court held that a 
charitable hospital is exempt from 
liability to a pay-patient for injury 
caused by negligence of its employ- 
ees, and that such exemption is not 


limited to cases in which the man- 
agement has exercised due care in 
the selection and retention of such 
employees. 

In obedience to that decision 
there was no course open to the 
trial judge in this case but to sus- 
tain the demurrer and dismiss the 
action. 

In the majority opinion in the 
Wilcox case, Justice Morgan dis- 
cusses the three principal theories 
upon which the immunity granted 
in various jurisdictions has been 
rested, to-wit: 1. “Immunity on 
Ground of Public Policy”, 2. “Trust 
Fund Doctrine”, 3. “Implied Waiver 
by Acceptance of Benefits”. How- 
ever, the court chose to rest the de- 
cision upon the latter theory, as 
follows: 

“A careful study of the authori- 
ties on this subject has convinced 
us that a hospital, conducted in the 
interest of charity, is exempt from 
liability to its paying patients who 
have suffered injury due to the 
negligence of its employees, and 
that the true rule for the exemp- 
tion is the one stated by Justice 
Cardozo in Schloendorff v. Society 
of New York Hospital, 211 N. Y. 
125, 105 N. E. 92, 93, Ann. Cas. 
1915C, 581, 52 L. R. A., N. S., 505, 
as follows: 

“Tt is said that one who accepts 
the benefit of a charity enters into 
a relation which exempts one’s ben- 
efactor from liability for the negli- 
gence of his servants in administer- 
ing the charity.’” Wilcox v. Idaho 
Falls, L. D. S. Hosp., 59 Idaho 350, 
362, 82 P. 2d 849. 

Having considered all three 
grounds of immunity, and having 
specifically rested the decision upon 
implied waiver, the court may be 
said to have rejected the grounds 
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of public policy and the trust fund 
doctrine. As to waiver, it seems il- 
logical to say that a patient, who 
pays for the services of a hospital, 
is a recipient of charity, or waives 
any rights merely by becoming a 
patient in an institution which ren- 
ders services to others on a char- 
itable basis. Moreover, Chief Justice 
Holden and Justice Givens dis- 
sented, being of the opinion that 
such a hospital should be held liable 
for injuries to a paying patient, re- 
sulting from negligence of its em- 
ployees. The basis of the Wilcox 
case is thus limited by the majority, 
and weakened by the dissent of two 
of the five justices. 


“We have reviewed the entire 
question,” stated the court, “and 
have concluded that the hospital, 
though a charitable institution, is 
liable for injuries to its paying pa- 
tients, resulting from negligence of 
its management or employees. To 
the extent it is in conflict herewith, 
the Wilcox case is overruled. 


“The contrarity of judicial opin- 
ion on the subject, mentioned by 


‘Chief Justice Holden in the Wilcox 


case, and the reasoning for and 
against the various theories of li- 
ability and immunity, have been 
thoroughly considered and stated in 
many jurisdictions. A lengthy re- 
view here would not add to the 
learned discussions already avail- 
able. We content ourselves with cit- 
ing authorities which support our 
conclusion. Ray v. Tucson Medical 
Center (Ariz.) 230 P. 2d 220; St. 
Lukes Hosp. Ass’n v. Long (Colo.) 
240 P. 2d 917; Pierce v. Yakima 
Valley Memorial Hosp. Ass’n 
(Wash.) 260 P. 2d 765; Noel v. 
Menninger Foundation (Kan.) 267 
P. 2d 934; Landgraver v. Emanuel 
Lutheran Charity Bd. (Ore.) 280 
P. 2d 301 (dissenting opinion); 
President & Dir. of Georgetown 
College v. Hughes (U. S. App. D. 
C.) 130 F. 2d 810; Durney v. St. 
Francis Hosp. (Del.) 83 A. 2d 753; 
McLeod v. St. Thomas Hosp. 
(Tenn.) 95 S. W. 2d 917; Mississippi 
Baptist Hosp. v. Holmes (Miss.) 55 
So. 2d 142, 25 A. L. R. 2d 12, An- 
notation, Immunity of Nongovern- 
mental Charity from Liability for 
Damages in Tort, 25 A. L. R. 2d 29. 
Cf. Henderson v. Twin Falls Coun- 
ty, 56 Idaho 124, 50 P. 2d 597. 


“The judgment is reversed and 
the cause is remanded with direc- 
tion to overrule the general de- 
murrer and permit respondent to 
plead further.” 


(Wheat v. Idaho Latter Day Saints 
Hospital, 297 P. 2d 1041 (Idaho) 
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Ohio Overrules Defense of Immunity 
in Light of Present Day Conditions 


™ THIS IS AN ACTION to recover 
damages for personal injuries sus- 
tained while plaintiff was a patient 
in defendant’s hospital. It is alleged 
in the petition that the defendant 
is a corporation engaged in the op- 
eration of a hospital; that the plain- 
tiff was admitted to defendant’s 
hospital, as a paying patient, for 
surgery; that soon after his admis- 
sion he was negligently permitted 
to fall from a hospital bed furnished 
by defendant, as a result of which 


he sustained injuries; and_ that, 
while treating plaintiff for such in- 
juries, defendant again negligently 
permitted plaintiff to fall out of a 
hospital bed, whereby plaintiff sus- 
tained further injuries. The prayer 
of the petition is for a money judg- 
ment. 

The defendant, in its answer, ad- 
mits it is a corporation engaged in 
the operation of a hospital and de- 
nies that it was negligent in any 
manner, and that the plaintiff was 
injured in the manner or to the.ex- 
tent alleged. ty 

Further answering and by way<of 











AT TIMES LIKE THIS... 


Comfort-Cured Massillon Latex and 
Matex Gloves are really appreciated 


When the operation is delicate and protracted, surgeons value 
the comfort of Matex and Massillon Latex gloves. Even 
though the method of curing gloves in live steam costs more, 
it is still used exclusively on these gloves. 





Hospital administrators, too, appreciate the economies 
inherent in the permanent and indestructible Kwiksort size 


markings. They make sorting and pairing gloves easier 
and quicker. And Matex and Massillon Latex 
Surgeon’s Gloves last longer. 





For more information, use postcard on page 133 77 

















Where Electricity 
Must Not Fail! 





SPECIFY ONAN 


STANDBY 
ELECTRIC PLANTS 


Onan_ engine-driven standby 
electric plants supply emergency 
electricity for lighting corridors, 
wards, operating rooms, delivery! 
rooms, receiving rooms and other, 
critical areas; provide power for, | 
operating heating systems, venti- 
lators, elevators, X-ray machines, 
oxygen tents, aspirators and other , 
vital electrical equipment. 

With an Onan Standby Electric 
Plant, your hospital is assured of 
electric power at all times .. . for 
all essential requirements,  safe- 
guarding patients and personnel. 
Operation is automatic. When 
highline power is interrupted, au- 
tomatic controls start the plant 
and transfer the load. When power 
is restored, the Onan unit stops 
automatically. 





Model 15HQ 
15,000 watts 


SIZES AND MODELS FOR EVERY NEED 


®@ Air-cooled: 1,000 to 10,000 watts 
® Water-cooled: 10,000 to 75,000 watts 
Available unhoused or with steel housing as shown. 


W rite for Standby Folder 


Deseribes scores of standby models with coms 
plete engineering specifications and information 
on installation. 


ELECTRIC PLANTS 





D. W. ONAN & SONS INC, | 





3355 University Ave. S.E. ¢ Minneapolis 14, Minn. | 





“separate defense,” defendant al- 
leges that it is a corporation not 
for profit maintaining and operating 
a charitable hospital at a loss, the 
deficit being made up by charitable 
gifts; that its funds are derived 
from donations, gifts, bequests, and 
such income as it may receive from 
patients who are able to pay; and 
that there are patients who are not 
able to pay and are cared for by 
defendant as a matter of charity. 
The prayer of the answer is that the 
petition be dismissed. 

It is interesting to note that this 
court in 1911 established a rule of 
full immunity from liability, made 
an exception to this rule in 1922 by 
recognizing liability against the 
charitable institution for injury 
caused by negligent selection of 
servants by such institution, and, 
in 1930, made a further exception 
by recognizing liability against such 
institution as to strangers, i. e., 
those not beneficiaries of the char- 
ity. 

Although it is apparent that this 
court has used language indicative 
of each of the four theories of im- 
munity, it is also apparent that, in 
the final analysis, the partial im- 
munity of nonprofit hospitals ob- 
taining in Ohio at the present time, 
they being immune from liability 
only as to patients, i. e., “benefici- 
aries of the charity” who cannot 
prove negligent selection of serv- 
ants, is based solely upon the gen- 
eral ground of public policy. The 
question is thus refined to whether 
the reasons for the public policy, 
which to this point has made non- 
profit hospitals immune from lia- 
bility as to patients who cannot 
prove negligent selection of serv- 
ants, still exist, if they ever did. 

In overruling the defense of the 
hospital, the Ohio Supreme Court 
declared: 

“The determination of such ques- 
tion involves simply the balancing 
of two “rights.” On the one hand 
there is the well recognized right 
of nonprofit hospitals to any benefit 
and assistance which society and 
the law can justly allow them—a 
right which they command by their 
very nature; and on the other hand 
we see the right of the individual 
injured by the negligence of a serv- 
ant to look for recompense to the 
master of such servant, under re- 
spondeat superior. 

“Up to this point in the develop- 
ment of the law, this court has ap- 
parently felt that the benefit to so- 
ciety as a whole, gained by grant- 
ing immunity, weighed the former 
right in favor of the latter, and this 
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There are no more finicky eaters in the world 
than hospital patients. Nothing does mo-:e for 
a patient’s morale than a pleasantly served, 
appetizing meal. And that’s what you serve, 
every time, with Meals-on-Wheels System. 
Meals-on-Wheels proved best by taste tests in 
hospitals* | . over the | nation . . . proved more 
by ital administrators all over 





the nation 
*List evahalie without obligation 


Write for full details to: 


_Meals-on Wheels 
System 


Dept. Y, 
5001 E. 59th St. 
Kansas City 30, 

Missouri 


HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM 





THE OPERATING UNIT 
? OF THIS HOSPITAL WAS GIVEN 
IN LOVING MEMORY OF ]f 


HY JOSEPH BROWN WHITEHE: 
: ke ete) 





SURPRISINGLY LOW COST 


Everlasting beauty. Free design service. 


Hospitals from coast to coast have got‘en the 
best for less because of our unsurpasse« facili- 
ties and years of nationwide experience. !t will 
pay you to look over our new catalog, pr: pared 
especially for our increasing clientele n the 
hospital field. Why not send for it today _.now! 


Room and Door | aques 
Directional Sign: 
Dedicatory Pla. 2s 
Memorial Plaqu: 
Building Facade tters 


Plaques to Stim. ate 
Fund Raisin: 


| GIBNEY 
“MEMORIAL WING 


e 





“Bronze Tablet Headquarters” 


UNITED STATES BRON <E 
SIGN CO., INC. 

570 Broadway, Dept. HM, N. Y. 12, N. ° 
Plant at Woodside, L. !. 
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-_ PATENTED 
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otters 2040 BROADWAY SANTA MONICA, CALIF, 
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OFFER EXPIRES MAY 31, 1957 © ORDER FROM YOUR DISTRIBUTOR NOW! 


ENT APRIL, 1957 









TWO BOXES 


(1000 FLEX-STRAWS) 


FREE / 


in every case purchased 


APRIL AND MAY ONLY 


Each case of 10,000 (20 boxes) 
Billed as 9,000 (18 boxes) 


LIST PRICE TO HOSPITALS 


INDIVIDUALLY WRAPPED 
10 M (1 case) 5.40 per M 


“ 


UNWRAPPED 


10 M (1 case) 4.50 per M 
4cases orover 3.95 ” 4 cases or over 4.75 


Unwrapped Flex-Straws now packed 
in convenient disposable dispenser 
boxes, as illustrated. 


For more information, use postcard on page 133 
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was on the ground that such mas- 
ters were ‘different from others,’ 
and that immunizing them was ‘a 
valuable aid in securing the ends 
of justice.’ 

“In our opinion this conclusion is 
no longer justified. 

“The law on the immunity, partial 
immunity or nonimmunity from li- 
ability of organizations not for 
profit which maintain and operate 
hospitals, which law has never been 
what might be described as ‘settled,’ 
has been discussed, talked about 
and ruled on by many courts in the 
nation with many varied and di- 
vergent results. The question is 
again before this court for a timely 
re-examination. 

“It is interesting to note that 
many of the nation’s courts have, in 
the past 10 years, undertaken such 
re-examination. In Prosser on Torts 
(2 Ed., 1955), 787, Section 109, the 
situation is analyzed as follows: 

‘Prior to 1942 only two or three 
courts had rejected the immunity 
of charities outright. In that year 
a devastating opinion of Judge Rut- 
ledge in the Court of Appeals of 
the District of Columbia reviewed 
all of the arguments in favor of the 
immunity and demolished them so 
completely as to change the course 


of the law. It has been followed by 


a flood of recent decisions holding 
that a charity is liable for its torts 
to the same extent as any other de- 
fendant. In addition to the District, 
the immunity is now repudiated in 
Arizona, Alaska, California, Colo- 
rado, Delaware, Florida, Iowa, Kan- 
sas, Minnesota, New Hampshire, 
New York within the limits of its 
peculiar independent contractor 
theory, North Dakota, Oklahoma, 
Puerto Rico, Utah, Vermont, and 
Washington. 

‘The immunity of charities is 
clearly in full retreat; and it may 
be predicted with some confidence 
that the end of another decade will 
find a majority of the American 
jurisdictions holding that it does not 
exist.’ : 

“We note also the prevalence of 
hospitalization insurance, both 
group and individual. It has been 
estimated that in 1955 approximate- 
ly one-half of the gross charges in- 
curred by patients in American 
hospitals were paid by insurance 
benefits. See Statistical Abstract of 
the United States (1955), 78 table 
84. 
“The increased base of remuner- 
ation for services rendered and the 
efficient business-like management 
of modern hospitals, certainly tend 
to negate the argument that to hold 





Keeps liquids HOT or COLD 


GRAND NEW Oanley PITCHER-SERVER 





Full Quart Capacity! 


@ For room and bedside 
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nating those trips back 
to the kitchen 


For dining car table use 
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STANLEY INSULATING DIVISION 


of Landers, Frary & Clark, New Britain, Conn. 


Wall Bracket 
For Extra Convenience 


Handsome chrome-plated wall 
bracket holds pitcher-server 
snugly and safely. Padded lining 
protects polished chrome finish, 
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the hospital amenable, under the 
doctrine of respondeat superior, to 
damages for injuries to patients 
caused by the negligence of its 
servants would be such a detriment 
as to defeat the charitable purpcse 
for which it was organized and in- 
corporated. 

“We cannot state our general po- 
sition on this question more clea:ly 
than did Judge Rutledge in the case 
of President and Directors of 
Georgetown College v. Hughes. 130 
F. (2d) 810, state his, as follows: 

‘The law’s emphasis ordinarily is 
on liability, not immunity, for 
wrongdoing. Respondeat superior 
has widened it in an institutionally, 
and to a large extent corporately, 
organized community. Charity is 
generally no defense. When it has 
been organized as a trust or corpo- 
ration, emphasis has shifted from li- 
ability to immunity. The conditions 
of law and of fact which created the 
shift have changed. The rule of im- 
munity is out of step with the gen- 
eral trend of legislative and judicial 
policy in distributing losses in- 
curred by individuals through the 
operation of an enterprise among all 
who benefit by it rather than in 
leaving them wholly to be borne by 
those who sustain them. The rule of 
immunity itself has given way 
gradually but steadily through wid- 
ening, though not too well or con- 
sistently reasoned, modifications. It 
is disintegrating. Each modification 
has the justification that it is a step 
in result, if not in reason, from the 
original error toward eventual 
correction. As more and more steps 
are taken, correction becomes more 
complete. The process is nearing the 
end. This leaves the steps untaken 
standing out as the more anoma- 
lous. 

“* * * Insurance must be carried 
to guard against liability to stran- 
gers. Adding beneficiaries cannot 
greatly increase the risk or the pre- 
mium. This slight additional ex- 
pense cannot have the consequences 
so frequently feared in judicial cir- 
cles, but so little realized in expe- 
rience. To offset the expense wil! be 
the gains of eliminating another 
area of what has been called ‘pro- 
tected negligence’ and the anomaly 
that the institutional doer of good 
asks exemption from responsibility 
for its wrong, though all others 
must pay. The incorporated charity 
should respond as do private indi- 
viduals, business corporations and 
others, when it does good in the 
wrong way.’ 

Please turn to page 140 
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Whatever your requirements... there’s a 


LINDE OXYGEN SUPPLY SYSTEM 


for your needs 
























A continuous, dependable supply of pure oxygen is 
essential to your hospital. And for whatever quan- 
tities of oxygen you may need, there’s a LINDE oxy- 
gen supply system just right for your requirements. 


<q IN CYLINDERS: LINDE oxygen is supplied in standard cylin- 
ders, which can be manifolded to assure economical use of the 
oxygen you buy. 


CASCADE oxygen provides a continuous flow of dry, gaseous 
oxygen for your hospital piping system. Manifold cylinders on 
your site are filled from special tank trucks of liquid oxygen, 
converted into gaseous oxygen as cylinders are filled. 


a 


DRIOX oxygen is shipped and stored in liquid form in specially-designed, 
insulated containers. Self-contained vaporizing equipment automatically 
converts liquid oxygen to gaseous oxygen for your piping system. 


NEW—LIQUID OXYGEN IN CYLINDERS! One of LINDE’s new LC-3 liquid 
oxygen cylinders contains the equivalent of 12 standard cylinders of 
gaseous oxygen—occupies only one-third the space. This large capacity 
cylinder can be handled and moved as needed. 


With today’s high demands, your present oxygen 
supply facilities may be outmoded and inadequate. 
To get more information about LINDE oxygen supply 
systems, just call your nearby distributor, or write 
the LINDE office nearest you. 


LINDE AIR PRODUCTS COMPANY 





A Division of Union Carbide and Carbon Corporation 
30 East 42nd Street UCC] New York 17, New York 


In Canada: Linde Air Products Company, Division of Union Carbide Canada Limited, Toronto 


The terms “‘Linde,” ‘‘Cascade,” and “‘Driox"’ are registered trade-marks of Union Carbide and Carbon Corporation. 
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Medical Records 











Alphabetical vs. Numerical Filing 


QUESTION: Our hospital is being re- 
organized and even though our medi- 
cal staff suggested that numerical sys- 
tem of filing be used for the medical 
records in our outpatient department 
the personnel, in that department, 
wish to file the records alphabetically. 
Is this an approved method for use in 
filing patients’ charts? S.M.K. 


ANSWER: Alphabetical filing of 
medical records has been consid- 
ered obsolete for many years. It is a 
very cumbersome method which 
seems simple at first but becomes 
increasingly difficult as the files 
grow larger. It is impossible to esti- 
mate the amount of file space 
needed for the individual letters of 
the alphabet and a great amount of 
transferring of charts is required as 
some sections grow slowly while 
others expand rapidly. 

You do not mention whether 
consideration has been given to a 
centralized unit system (in- and 
outpatient records filed together in 
a centralized department using unit 
numbers). The pros and_ cons 
should be carefully studied before a 
final decision is reached as the 
physicians can give better care to 
the patients if unit records are 
available. 


Birth-Death Registration Certificates 


QUESTION: Must a copy of the certif- 
icate of death be filed in the hospital 
medical record thereby necessitating 
the certificate being prepared in du- 
plicate? J.C.1. 


ANSWER: To the best of my 
knowledge there is no specific re- 
quirement that copies of birth and 
death -certificates be filed with the 
medical record although it is con- 
sidered the best medical record 
practice in those states which fix 
the responsibility for the completion 
of the certificates on the hospital. 
When information of any type con- 
cerning a patient is needed the 
medical record department is the 
first place to which everyone goes 
today. Therefore, if everything that 
pertains to the care and treatment 
of the patient is filed in the medical 
record the task of finding is simpli- 
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fied as there is then only one place 
to look for such information. 

The making of a duplicate (car- 
bonized) copy requires little addi- 
tional work on the part of the per- 
son filling out the certificate re- 
gardless of whether it is typed or 
written in longhand. Unless a car- 
bonized copy is made the value of 
such a record is lost as a mistake 
can so easily be made when copying 
that there is no actual assurance, if 
information is needed later, that the 
copy is exact. 

Birth and _ death certificates 
should be firmly fastened into the 
medical record. However, corre- 
spondence, copies of insurance 
forms, social service records, and 
other records pertaining to the care 
and treatment of the patient which 
are not an essential part of the 
medical record per se should not be 
fastened but placed in the back of 
the folder where they are quickly 
available when needed. However, 
not being an essential part of the 
medical record they should be re- 
moved before a record is taken to 
court. 


Allocation of Services 


QUESTION: If a patient is admitted 
as a possible surgical case but dis- 
charged without surgery, as a result 
of remission of symptoms, does the 
admission count as a surgical admis- 
sion, and are the days of care ren- 
dered surgical days? J.C.1. 


ANSWER: Today very few hos- 
pitals break their admissions down 
by services because this does not 
give an accurate picture of the care 
and treatment rendered by the in- 
stitution. However, if you feel this 
information is necessary, the case 
you mention being admitted as a 
possible surgical case would be 
counted as surgery because you 
are counting admissions and at that 
time you have no idea how the 
case will be discharged. 

This is the reason that statistics 
compiled by the medical record li- 
brarian in the report generally 
known as the Analysis of Hospital 
Service, and based on the final 
diagnosis as made at discharge of 
the patient, are used for most pur- 


poses. Your medical record librazi- 
an no doubt compiles an Analysis 
of Hospital Service. She would 
count the case which you cited a 
surgical case if there was a surgical 
diagnosis whether an operation was 
performed or not. However, if this 
case was discharged with a medical 
diagnosis, it would be so counted. 

The days of hospital care ren- 
dered during this hospitalization are 
allocated to the servige on ‘which 
the case was counted. However, it 
must be remembered that such days 
on discharged patients are compiled 
only to find the average length of 
stay of the patients discharged dur- 
ing that period. Discharge days ac- 
cumulated by ‘a patient who has 
been hospitalized for a month or so 
will increase the total days’ care 
rendered to discharged patients for 
that particular month, which will in 
turn increase the average length of 
stay of patients for that month also. 

Your patient-days based on the 
daily census are used to compute 
your daily average number of pa- 
tients. There is a rapidly growing 
tendency not to break the daily 
census down by services also using 
only the two broad groupings of 
adults and children, and newborn. 


Responsibility for Dental Records 


QUESTION: During the past year I 
have, in several instances, received in- 
complete medical records of  dis- 
charged patients who have been cared 
for by a dentist only. As this mar: is 
from a nearby community I have ¢if- 
ficulty contacting him. Do you have 
any suggestions to eliminate this time 
consuming problem? J.E.C. 


ANSWER: This is a problem for 
your medical record committee as 
the staff bylaws should provide ‘or 
proper care of dental patients. As a 
dentist is neither qualified to dc a 
physical examination nor to rencer 
medical care the Joint Commission 
on Accreditation of Hospitals rec- 
ommends that all dental patients be 
admitted on the surgical service 
and made the responsibility of the 
chief of that service. (See Stand- 
ards for Hospital Accreditation. 
ILE.5) Thus a member of your 
medical staff will be responsible 
for the completion of such records. 
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Pictures help you say it better... 


Photograph: DAVID LUBIN, 
Medical Illustration Service, 
US.V.A. Hospital, 
Cleveland 30, Ohio. 


Serving medical progress through Photography and Radiography 
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Now. » -you can record your comments 


on all your films--old or new! 


Win the new Kodascope Pageant Sound Projector, 
Magnetic Optical Model MK4, just say it into the 
microphone... then play back, revise and correct, as you 
wish. What’s more, do it any time—on new or old films. 

In fact, you can have both optical and magnetic sound 
tracks. It’s all part of a complete system, andthe Pageant 
offers such other great features as lifetime lubrication... 
corner-to-corner sharpness. .. superb tone quality... 
matchless dependability. List, complete with //1.6 Ektanon 
Lens, 8-inch speaker, and microphone, $795. 


For further details, see your Kodak photographic 
dealer, or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Price is subject to change without notice. 


For more information, use postcard on page 133 85 
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New Mercy Hospital To Be Built in Baltimore Offers Unusual Features 





™ EIGHT MILLION DOLLARS will be 
the ultimate goal of the Mercy Hos- 
pital Building Fund, it was an- 
nounced by Major General Henry 
C. Evans, chairman of the special 
Campaign Committee of the Ad- 
visory Board of the hospital. 
Plans call for a 350 to 400 bed 
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hospital to be erected on St. Paul 
Place between Saratoga and Pleas- 
ant Streets. 

“This will be an ultra-modern 
hospital, somewhat radical in de- 
sign, incorporating every proven 
medical and scientific innovation as 
well as adding some of its own,” 
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SECTION DIAGRAM 





General Evans said. 

“Since in the downtown ar:a 
where the hospital is so critica’'y 
needed, we are restricted by space, 
there is‘nowhere to build but up. 
The new hospital will be 21 stor: as 
high.” 

The hospital has been operat:d 
by the Sisters of Mercy since 18 4, 
There has been no major addition 
since 1911. It was at this time tl at 
the last general funds campai:n 
was conducted, resulting in the e1- 
dition on Calvert Street. 


The goal was announced follow- 
ing a meeting of the advisory board 
and the campaign committee which 
will direct the over-all strategy of 
the campaign. 


General Evans pointed out that 
although, under the Hill-Burton 
Act, the federal government would 
participate in the cost of construc- 
tion, the major realization of the 
goal of $8,000,000 was clearly a local 
obligation. 


“I do not believe that the people 
of Baltimore are aware of the true 
hospital situation. The city needs 
2,500 more hospital beds than it has 
now. Every day there are as many 
as a thousand people who are forced 
to wait for hospital care because 
there isn’t a bed available,” he said. 

“When the facts are brought be- 
fore the people, we have every con- 
fidence that they will respond to the 
challenge presented by Mercy Hos- 
pital.” 

The campaign for funds has al- 
ready started within the hospital it- 
self. The employees have set them- 
selves a goal of $50,000, and are al- 
ready half way toward meeting. it. 
The hospital staff has expressed it- 
self in complete accord with the 
program and will meet shortly + 
determine what percentage of the 
tétal goal they will assume. 

The 21-story structure will be in 
keeping with the other two major 
buildings on St. Paul Place. 

The local architects are the firm 
of Taylor and Fisher who have becn 
responsible for many. outstandi:g 
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buildings in the community. Th” 
will work in conjunction wi! 
Westermann and Catalano of New 
York who specialize in hospital ¢.- 
sign. 

Dr. Anthony J. J. Rourke, n:- 
tionally known hospital consulta*t, 
has made a thorough study of tie 
needs of the hospital and will co.1- 
tinue to work with the archite: ts 
as well as consult with the staff 

Included in the plans is a subte:- 
ranean garage for parking facilitics. 
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medical gas goes a priceless ine 
gredient . . . one not found on the ee | i 
n- . | | label. It is that extra measure of : 


s- — ee f \ care «<- taa 





| ship in the field of medical gases = ; | 
: and gas posuad hues To : ie | 






ing that you: “hove selected 
finest. 














| 
COMPRESSED GAS CORPORATION | 


| 

7 SINCE 1913 | | 
KANSAS CITY. MO. See | 

a PRODUCERS OF MEDICAL GASES  ——_- | 
t, AND GAS THERAPY BQUIPMENT. i 
ie : j } 
| 








t AP=IL, 1957 For more information, use postcard on page 133 87 








What Associations Are Doing 








Officers of the Idaho Hospital As- 
sociation are (l. to r.) Mrs. Irene 
Oliver, administrator, Magic Valley 
Memorial Hospital, Twin Falls, 
president; Owen P. Hatley, director, 
Hospital Facilities Section, Idaho 
State Board of Health, secretary- 
treasurer; and Sister M. Alma Do- 
lores, administrator, St. Alphonsus 
Hospital, Boise, president-elect. 





Planning the program for the an- 
nual meeting of the New England 
Hospital Assembly are (l. to r.) 
Richard T. Viguers, administrator, 
New England Center Hospital, Bos- 
ton, Mass., chairman of instructional 
conference sessions; and William E. 
Sleight, director, Roger Williams 
Hospital, Providence, R. I., presi- 
dent, New England Hospital As- 
sembly. 


Detroit Hospital Council 
@ ALLEN W. MERRELL, assistant to 


the president of the Ford Motor 
Company was elected president of 
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the reorganized Detroit Area Hos- 
pital Council, Inc. The Council, 
which embraces 60 hospitals in the 
Michigan counties of Wayne, Oak- 
land, Macomb, Monroe, Livingston, 
Washtenaw and Lenawee, will seek 
new answers to hospital problems. 
Essentially the plan will be to “put 
Detroit know-how to work” looking 
for ways to reduce waste and in- 
crease efficiency. 

The Council’s objectives are: 1. 
Co-ordination of construction, ex- 
pansion and improvement of hospi- 
tal plans and facilities. 2. Co-ordi- 
nation of hospital operation such as 
services, training, education and re- 
search. 3. Co-ordination of financing 
services. 


Utah 


™ A UNANIMOUS VOTE at the Utah 
State Hospital Association, annual 
meeting put president Kenneth E. 
Knapp of Ogden back in office for 
another year. 

The Thomas D. Dee Memorial 
Hospital administrator will be as- 
sisted by Anna Grace Williams, 
president-elect, Shriners’ Hospital 
for Crippled Children, Salt Lake 
City; Sister Olivia Marie, treasurer, 
Holy Cross Hospital, Salt Lake 
City; L. Brent Goates, secretary, 
Latter-day Saints Hospital, Salt 
Lake City; and Dr. E. H. White, 
Valley Hospital, Tremonton, and 
Dan Manning, Sevier Valley Hos- 
pital, Richfield, executive committee 
members. 

John R. Walker will continue as 
executive secretary of the associa- 
tion. 


Hospital Purchasing Agents 


“ AT THE ANNUAL membership 
meeting of the Association of the 
Hospital Purchasing Agents, the 
following officers were elected: 
President — Mr. Solomon L. Sie- 





S. L. Siegel 


gel, Jewish Chronic Disease Hospi- 
tal; President-elect — Mr. Wallace 
O. Banker, Roosevelt Hospital; 
Vice-president — Mr. Harold 
Schneider, Maimonides Hospital; 
Treasurer — Miss Madeline Sheri- 
dan, Flushing Hospital; Secretary 
— Mr. Warner Deyoe, N. Y. U. 
Bellevue Medical Center. 

The Association, a professional 
organization of purchasing agents 
in woluntary hospitals, was organ- 
ized in 1955 to promote the develop- 
ment and application of efficient 
purchasing methods in hospitals 
through educational programs and 
such activities as would provide its 
members with facilities for efficient 
procurement. So successful was this 
undertaking, that in the short pe- 
riod of its existence representatives 
of 40 voluntary hospitals in the New 
York area have seen fit to affiliate. 
Similar associations have since been 
organized in several other states. 

Mr. Siegel, newly elected presi- 
dent, has been associated with the 
Jewish Chronic Disease Hospital! in 
Brooklyn for the past ten years. 
It was through his efforts that an 
organizing committee was set up to 
lay the foundation for the present 
association. He is a graduate of the 
Baruch School of Business Admin- 
istration and of Teachers College, 
Columbia University. He succeeds 
Mr. Lewis R. Keheley of St. Lukes 
Hospital, who has been president 
since the inception of the associa- 
tion. 


Institute for Operations Analysts 


® THE FIRST INSTITUTE for Medical 
Service Operations Analysts opened 
at Walter Reed Army Medical Cen- 
ter. Representatives of all Class 
I and II Army Hospitals in the con- 
tinental United States and rep-e- 
sentative of all Army Surgeons (Of- 
fices participated. 

Student interest was centered in 
the following fields: hospital opera- 
tions, programming, financial man- 
agement, and operations analysis. 
Purpose of the program was to give 
students a concentrated week’s In- 
stitute in new management concepts. 
and methods in administration. Spe- 
cial emphasis was placed on the 
new Hospital Command Manazge- 
ment. system, whereby the most 
modern, proven business methods 
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Save Money! 


NOW — a sweep MOP with 
amazing, new man-made yarn: 


AM-O-RAN 
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The completely-flexible swivel that cuts clean-up time 
in half. Snakes the mop-head snugly around table, 
chair and desk legs and other obstacles... Top-speed 
sweeping every minute! 


2 More 
AMERICANQTANDARD 


“firsts” 


Our various styles and widths of dust and sweep mops 
are available in either durable cotton yarn or 
AM-O-RAN yarn—and with conventional or with 
MAGIC-S-SWIVEL frames. 


Peas / Write for sample of AM-O-RAN yarn and 
tf 12, for further details on AM-O-RAN and the 
MAGIC-S-SWIVEL. 





“TOPS IN MOPS"’ 


AMERICAN STANDARD MFG. COMPANY 


ncorporated 1908 





CHARLES E. KREBS and WALTER O. KREBS 
2519 SOUTH GREEN STREET © CHICAGO 8, ILLINOIS 
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THE STRONGER THE TUFT LINE... 





... THE LONGER THE LIFETIME 
ANCHOR 


Atk - NY L ON 





@ /12- lifetime tufts anchored in 
non-corrosive nickel silver 






stand a minimum of 400 autoclavings 


@ tufts are soft but firm and especially tapered 
for better scrub-up efficacy with more comfort 
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@ grooved handles assure firmer grip... 
crimped bristles retain soap better 


Satisfied users are one of your hospital’s best 
assets, so why not please your surgeons by getting 
the best. Outstanding performance also makes 
Anchor brushes the most economical on the mar- 
ket today. 


ORDER BY THE DOZEN OR BY THE GROSS THROUGH YOUR 
HOSPITAL SUPPLY FIRM 


OTHER HIGH QUALITY ANCHOR PRODUCTS... 


NEW, All-Nylon Emesis Basin 
All-Nylon Drinking Tumblers 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 


Write for Complete Information to Exclusive Sales Agent 


THE BARNS COMPANY 


1414-A Merchandise Mart © Chicago 54, Illinois 














will be applied to Army Hospital 
administration. 

Included on the Institute faculty 
were Cols. Thomas N. Page, Chief, 
and Angel Cardona, Assistant Chief, 
Medical Plans and Operations Divi- 
sion, Office of the Army Surgeon 
General; Col. Thomas J. Hartford; 
Deputy Commander of Walter 
Reed; and Col. Bernard Aabel, 
Chief of the Medical Service Corps. 
Other speakers were the following 
personnel of the Medical Plans and 
Operations Division Hospital Meth- 
ods Improvement Branch: Lt. Col. 
Milton C. Devolites, Chief; Maj. 
Walter E. Ford, Assistant Chief; 
Maj. Dave C. Clark; and Maj. 
Kenneth L. Williams, Jr. 


Hospital Credit Association 


® THE FOLLOWING OFFICERS were 
elected for the year 1956-1957 at 
the annual meeting of the Hospital 
Credit Association of New England: 
John E. Pierce, Memorial Hos- 
pital, Worcester, Mass., president; 
Robert Sayles, Rhode Island Hos- 
pital, Providence, R.I., vice-presi- 
dent; Mrs. Alice B. Lindsay, New 
England Baptist Hospital, Boston, 
Mass., secretary; Phillip Bennett, 
Worcester Hahnemann Hospital, 
Worcester, Mass., treasurer. 


American Dietetic Association 


® NEW MEMBERS of the Executive 
Board of the American Dietetic 
Association are Lucille M. Ref- 
shauge, director of the department 
of dietetics at Hartford Hospital, 
Hartford, Connecticut, president; 









Participating in the Institute for Operations Analysts were (l. to r.) Lt. Col. 
Manley G. Morrison, Walter Reed Comptroller; Maj. Dave C. Clark, Hospital 
Methods Improvement Branch, Medical Plans and Operations Division, 
Office of the Army Surgeon General; Lt. Col. Milton C. Devolites, Chief of 
the Hospital Methods Improvement Branch; Maj. John Gray, Commanding 
Officer, Hospital Management Research Unit, Brooke Army Medical Center, 
Ft. Sam Houston, Tex.; and Capt. Marshall O. Wilson, Management Officer, 
Medical Section Headquarters, Third U.S. Army. 


E. Neige Todhunter, Ph.D., dean 
of the School of Home Economics, 
University of Alabama, president- 
elect; Doris Johnson, Ph.D., direc- 
tor of the department of dietetics, 
Grace-New Haven Community 
Hospital, New Haven, Connecticut, 
treasurer (elected last year to a 
two-year term); Adelia M. Beeuw- 
kes, associate professor of public 
health nutrition, School of Public 
Health, University of Michigan, 
Ann Arbor, Michigan; and Mrs. 
Helen Hawver Anderson, director 





L. Refshauge E. N. Todhunter 





Doris Johnson 

















Officers of the Mississippi Hospital Association are: Dr. W. E. Caldwell, 
Caldwell Memorial Hospital, Baldwyn, board member; W. C. Whitfield, ad- 
ministrator, King’s Daughters Hospital, Yazoo City, board member; Harry C. 
Cutler, administrator, Riley’s Hospital, Meridian, president; S. Earl Grimes, 
administrator, King’s Daughters Hospital, Brookhaven, board member; D. A. 
Lingle, administrator, Jones County Community Hospital, Laurel, treasurer; 
Lester Tuck, administrator, Jackson County Hospital, Pascagoula, board 
member; and Dr. David B. Wilson, director, University Hospital, Jackson, 
president-elect. 
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A. M. Beeuwkes H. H. Ande on 


of dietetics, Stanford Univer: ity 
Hospitals, Stanford Univers'ty 
School of Medicine, San Franci:co, 
California. s 
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Nurse, 
when will my 
doctor be here? 













VISUAL turse call s 


of corridor domelights 


Add AUDIO easily 


to your present 











He's expected 
shortly, 
Mrs. Jones 











Nurse Call System Cuts 


Easily and quickly added to your present visual domelight 
system, Executone frequently uses existing conduits or 
raceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 
my and efficiency of Executone’s Audio-Visual system. 
More patients are handled with less effort, in less time! 
One hospital reports that Executone has reduced operating 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 


By pressing a bedside button, the patient activates signals at three 
locations—chime and light on nurse’s control station, corridor 
domelight, buzzer and light on duty stations. The nurse presses 
key to reply . . . Executone’s Call System may be installed com- 
plete, added to existing domelight systems, or installed without 
domelights. 


Lite 


HOSPITAL COMMUNICATION SYSTEMS 
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Executone’s DEPENDABLE Audio-Visual _ 





Foot Travel in Half! 


Just off the press! 


“Better 
Patient Care” 


How Executone communica- 
tions help hospitals improve 
patient care and make maxi- 
mum use of nursing time and 
skills. Includes a summary of 
time and motion studies of 
Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
Army and Air Force. Also described and illustrated 

are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
below for your complimentary copy. 
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EXECUTONE, INC., Dept. W-10, 415 Lexington Ave., New York 17, N.Y. 
Without obligation, please send mz a complimentary copy of ‘Better 
Patient Care.’’ 























A Name War es Patter : Title. sinailagaastcinlaiatlad 

° | SN ECS nee Geiccdeiationatgebin 

P Address. PEs Toten ee A eS ree ean PR pe. sepia 

° City iia State. 

S : In Canada: 331 Bartlett Avenue, Toronto 
@eeeeveeveeseeoeeveeeeeeeeeeeeeeeeeeveeeeeeeee 


For more information, use postcard on page 133 91] 




















Central Service 





by Mary Helen Anderson, R.N. 





Gadgets, Gimmicks and Gnosis 


® THE CENTRAL service department 
in the hospital provides a fertile 
field for those who are interested in 
developing improved methods and 
procedures for care, storage and 
distribution of equipment and sup- 
plies used in the care of the patient. 
For rather a long time the depart- 
ment has been required to struggle 
along as best it could, using make- 
shift equipment and _ improvised 
devices for the carrying out of pro- 
cedures within the walls of the 
C.S.R. It would be surprising if 
there could not be found hospitals 
in which rubber tubing for intra- 
venous infusion is still not sub- 
jected to long, tedious, expensive 
and sometimes dangerous processes. 
Studies have been done to show 
that the expendable tubing is far 
safer and more economical than the 
“home processed” kind. 





Photographs by Louis Pedigo, Presbyterian 
Hospital, Chicago. 





An example of a gadget-type drain- 

age bottle for use after chest sur- 

gery. Note adhesive tape and im- 
provised connections. 
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There is still a considerable 
amount of preparing surgical dress- 
ings by hand in the supply depart- 
ment or in volunteer groups outside 
the hospital. Central service super- 
visors everywhere have developed 
the special sense of discovering uses 
for discarded materials or for 
equipment other than that which 
is made with a special purpose in 
the mind of the manufacturer. An 
example of this is the very versatile 
bottle which once contained intra- 
venous solution. We have men- 
tioned before the many, many ways 
in which this friend of the CS. 
nurse has been used. Quite often 
there are additional things required 
to make this “gadget” useable, such 
as the application of a rubber pro- 
tector around the neck of the bottle. 
The point to be made is that there 
is no equipment manufactured spe- 
cifically for the purpose to which 
this home-made device is put. Our 
question here is, why should central 
service supervisors be charged with 
making do all sorts of equipment 
that do not quite meet the need, but 
do better than anything else that is 
available? We believe that there is 
a great field for manufacturers of 
hospital equipment and supplies to 
make available to the central serv- 
ice supervisors the facilities of their 
research departments so that both 
parties may profit. 

Gnosis, you may remember, is the 
term meaning “pertaining to or 
characterized by knowledge.” What 
we are saying, then, is that it is so 
necessary for central service super- 
visors to learn to present their 
needs to the proper persons in such 
a way that research can be imple- 
mented to meet these needs. Far too 
often the pattern is as follows: a 
C.S. supervisor discovers a need, 


let us say for a type of packaging. 


for rubber catheters, she works out 
some sort of a solution to her prob- 
lem within her department, asks 
bacteriology to take a few cultures, 
and then she establishes the new 


packaging as standard for the hos- 
pital. It is in situations like this that 
the central service supervisor needs 
the help of administration. Here is 
where a conference to present the 
need, to be given the counsel and 
guidance of the administration with 
respect of how to proceed to have 


.the need met, and to be directed to 


the right persons for assistance can 
be so very helpful. 


Problem Solving 


Important to the presenting of the 
problem is the scientific approach. 
Steps which have been generally 
accepted in the scientific method of 
problem solving are: 

1. Recognize and define the 

problem. 

2. Analyze the facts or factors 

which pertain to the problem. 

3. Develop a hypothetical solu- 

tion to the problem. 





SeeeRiass 


The result of the cooperative effort 


of the central service supervisor 
and the commercial research de- 
partment. 
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4. Test the proposed solution. 

5. Evaluate the entire procedure, 

revising as necessary. 

With these steps in mind, the su- 
pervisor can apply this problem- 
solving technique to the presentation 
of her need for specialized equip- 
ment. Merely saying to a sales rep- 
resentative, “Why don’t they make 
a...” may set the wheels in motion 
for product research, but so much 
depends upon the steps taken by the 
sales representative. So much more 
effective can be the action if the su- 
pervisor takes the carefully worked 
out analysis of her problem to ad- 
ministration, if administration seeks 
the aid of a reputable manufacturer 
through the research department, 
and if the central service depart- 
ment is permitted to continue the 
research in actual use within the 
hospital. 


It would seem that the time for 
the use of gadgets and gimmicks is 
almost gone. We can no longer 
afford to conduct our own experi- 
mentation with make-shift equip- 
ment. If central service is the big 
business it gives fair indication of 
becoming, it is as important that the 
proper equipment be available for 
*use there, as it is necessary to pro- 


vide functional operating tables for 
the department of surgery. In order 
to accomplish this, we must be “in 
the know” and substitute “gnosis” 
for gadgets and gimmicks. & 





Roberts 
Continued from page 53 
evident. On the basis of a prelimi- 
nary report of the extensive “Study 
of Handicapped” being conducted in 
Kansas City, it now appears that 
there are approximately 2,230,000 
physically handicapped adults who 
are feasible for rehabilitation to the 
point of remunerative employment. 
This figure does not include chil- 
dren, nor adults capable of benefit- 
ing from rehabilitation to the point 
of self-care. At present there are 
not sufficient services and facilities 
to deal with the current estimated 
number capable of vocational re- 
habilitation. An additional factor to 
be taken into consideration is the 
estimate that 250,000 persons each 
year become sufficiently disabled to 
require rehabilitation services in 
order to become employable. 
Facilities for the disabled group 
whose greatest rehabilitation poten- 
tial is self-care are non-existent in 





HANDLING 
TB 


SPUTUM? 


€€... Tuberculosis is listed as the second most 
common type of laboratory infection... 97 


Sulkin, S. E. and Pike, R. M.—Survey of Laboratory-Acquired 
Infections. American Journal of Public Health—July, 1951. 
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most areas of the country. There 
are encouraging signs in contem- 
plated federal legislation that this 
group will receive more attention in 
the future. 

The extent to which rehabilitation 
centers are needed is dependent up- 
on many factors, one of which is 
the natural increase in total popula- 
tion, estimated by the Bureau of 
Census at 29 percent from 1950 to 
1970. It has been computed that 
one-fourth of the increase in the 
number of persons disabled is due 
to aging and three-fourths to total 
population growth. 

The increasing number of dis- 
abled persons in our population is 
at times viewed with despair. There 
are some who would seek an an- 
swer through the construction of 
large custodial facilities where the 
disabled could, perhaps, be made 
physically comfortable. Our ap- 
proach to this problem is as differ- 
ent in philosophy as it is in method. 
The challenge is to so organize and 
apply our technical knowledge that 
the need for custodial facilities will 
be held to a minimum and the great 
numbers of persons with severe 
physical disablements can be re- 
turned to productive and satisfying 
living in the community. The fur- 
ther development of rehabilitation 
centers and the sharpening of their 
skills are central to the success of 
this effort. s 





The Measure of a Man 


NOT— 

“How did he die?” 
BUT— 

“How did he live?” 
NOT— 

“What did he gain?” 
BUT— 

“What did he give?” 

These are the units 

To measure the worth 

Of a man as a man, 

Regardless of birth. 
NOT— : 

“What was his station?” 
BUT— 

“Had he a heart?” 
AND— 

“How did he play his God-giver 
part?” 

Was he ever ready 

With a word of cheer, 

To bring back a smile, 

To lament a tear?” 


Reprinted from The Roundup 
monthly magazine of the Weld 
County General Hospital, Greeley 
Colorado. 5 
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Medical Records in the Small Hospital 


Registered medical record librarians are at a premium. 
What can the small hospital de about it? 


Part 1 


This is the first part of a two part 
article. Part II will appear in the 
May issue. 

® THE EFFICIENT °OPERATION of a 
medical record department is a 
problem which faces all administra- 
tors of hospitals today, large or 
small. With the combining of our 
top medical commands into the 
Joint Commission on Accreditation 
of Hospitals, the word “accredita- 
tion” is taking its place with other 
words which have an almost com- 
pulsory connotation — such as 
toothbrush, income tax, driver’s 
license, and bath. 

A hospital, any size hospital, to- 
day just has to aim for accredita- 
tion, or suffer in two departments— 
reputation and pocketbook. Occa- 
sionally one can salve his conscience 
by saying, “I know we give good 
patient care in our hospital, we 
don’t have to prove it—” but just 
as people demand licensed doctors 
and dentists, trained teachers and 
professional people and institutions 
who are able to prove their qualifi- 
cations, so they are beginning to 
demand that the hospital prove it 
is able to give good patient care. 
Furthermore, Dr. Kenneth Babcock, 
Commission Chairman, recently 
pointed out a number of factors 
which relate accreditation to the al- 
mighty dollar. This relationship, 
now that hospitals have taken their 
place among the biggest businesses 
of the nation, is an important one. 

Blue Cross and Blue Shield give, 
in some instances, a cut in payments 
to non-accredited hospitals and this 
may amount to a significant sum per 
patient day. Certain medical groups 
issue a flat refusal to recognize un- 


Miss McNabb is Medical Record. Librarian 
at the Phoebe Putney Memorial Hospital in 
Albany, Georgia. 


From a paper presented before the Missis- 
sippi Hospital Association. 


accredited hospitals for various 
training programs. And the stand 
taken by a couple of small insur- 
ance companies who double a doc- 
tor’s malpractice insurance premi- 
ums if his hospital is unaccredited, 
is certainly handwriting on the wall. 

But what does all this have to do 
with the medical record depart- 
ment? Everything! The medical 
record is the only yardstick by 
which the Commission can’ actually 
measure the quality of patient care 
being given in your institution. 


When the inspector comes around, «.. 
he looks over your physical plant, 


checks over your pre-inspection re- 
port (prepared by the medical rec- 
ord department), and asks to see 
four people—the administrator, the 
chief of staff, the head nurse, and 
the medical record librarian. 


MRL is Important 


The day is past when your medi- 
cal record librarian is a file-clerk 
only. The day is also passing fast 
when you can hand your medical 
records to a completely inexperi- 
enced person, along with admis- 
sions, books, information, switch- 
board, secretarial, and maybe a spot 
or two of sorting laundry. (I began 
my career combining medical rec- 
ords, sorting laundry, putting up 
surgical packs, and singing lullabyes 
to T & A youngsters waiting in the 
operating pavilion to go into sur- 
gery!) 

For many years the medical rec- 
ord librarian has been the tag end 
of the procession in departmentali- 
zation—she has not always been 
considered a department head, paid 
as such, nor allowed to develop and 
grow professionally as she needed to 
do in order best to serve her hos- 
pital. 

You cannot get along without her. 
If you try, you will not fulfill your 


by Betty W. McNabb, C.R.L. 


obligations to your patients, for 
good medical records is the key to 
good patient care. They, unlike 
Topsy, “don’t jest grow”. If there 
were some way by which I could 
convince you that your MRL can 
be your right hand man, I would 
feel that my years of missionarying 
were not in vain. This is not a pitch 
for the glory of my profession, it is 
an honest attempt to prove to ad- 
ministrators that they are missing a 
good bet. 

A medical record librarian can 
represent the hospital with discre- 
tion, selective judgment, diplomacy 
and dispatch, if the administrator 
will do some things first: 

1. Get a good MRL. I don’t mean 
an RRL or a CRL, necessar- 
ily. I don’t even mean an ex- 
perienced person, paramedi- 
cally speaking. I do mean an 
interested, intelligent, indus- 
trious, good employee who 
combines patience with tact, 
humor with loyalty, brains 
with drive. 

. Recognize her as a department 
head and pay her accordingly. 

. Don’t give her everything else 
in the hospital that nobody 
else wants to do. Records, we!! 
done, will keep her more than 
busy. 

. Do give her a chance to learn. 
Let her have supervision at 
first, if she is new at the game. 
Budget for it. Don’t groan and 
begrudge. Plan to spend this 
much for her salary and that 
much for consulting supervi- 
sion and some more for the 
educational meetings such 2s 
workshops and institutes 
which will polish off the 
knowledge she is acquiring at 
her desk. 

. Do give her the tools of her 
trade—the books which have 
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been written out of years of 
experience and research, by 
the top people in her profes- 
sion. (And it is a profession, 
you know. Its standards are 
based on university-level ed- 
ucation, which makes it that 
much harder for your ne- 
ophyte to master her now- 
complex subject unless you 
will give her all the help she 
needs.) 


Proper Tools Needed 


Available now are Edna Huff- 
man’s inclusive manual for all types 
of medical record work; two books 
by Hayden and Thompson to aug- 
ment the use of Standard Nomen- 
clature—a Guide and an Anatomy; 
Sister Servatia’s masterly Case 
Record Analysis text; Je Harned 
Bufkin’s Terminology, and my own 
Manual for Small Hospitals. In ad- 
dition to these strictly medrec texts, 
the MRL should have available for 
her use, the professional hospital 
magazines, including HOSPITAL MAN- 
AGEMENT and the Journal of the 
AAMRL; the hospital management 
and staff relationship series done by 
Drs. MacEachern and Ponton; the 
medico-legal sources such as Regan 
and Hayt, Hayt and Groeschel. The 
MRL should be willing and eager 
to use these materials. 

Some of us who have been kick- 
ing around the profession for a 
fairly long period of time have 
reached a point where we think we 
have heard it all—but we never get 
to the place that we think we know 
it all. It is my happy brag that I 
never come to a meeting that I do 
not take home with me just as much 
as I give. When I reach the blase 
plateau on which no further learn- 
ing is possible, I shall have reached 
stagnation, and had better change 
jobs. 

But there aren’t enough medical 
record librarians to go around. 
What I’m trying to put over is that 
you can develop a good MRL from 
a medically ignorant individual if 
you start with sound material, and 
it won’t take forever. This, I hope, 
will brighten the corner for some 
girls who, for valid reasons, can not 
go away to school for formal train- 
ing—it is my custom to recommend 
the incumbent to any administrator, 
whether or not she is registered, if 
she shows signs of ability, effort 
and sincerity. You do not have to be 
registered or certified to be a good 
medical record librarian. You do 
have to have a lot on the ball. = 
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All In The State Of Mind 

If you think you’re beaten, you are. 

If you think you dare not, you don’t. 

If you'd like to win, but think you 
can’t, it’s almost a cinch you 
won't. 

If you think you'll lose, you’re lost 

For out in the world you find, 

Success begins with a fellow’s will: 

It’s all in the state of mind. 


Full many a race is lost 
Ere ever a step is run; 
And many a coward fails 
Ere ever his work begun. 


Think big, and your deeds. will 
grow: 

Think small, and you'll fall behind: 

Think that you can, and you will. 

It’s all in the state of mind. 

If you think you’re outclassed, you 
are: 

You’ve got to think high to rise, 

You’ve got to be sure of yourself 
before 

You can ever win a prize. 

Life’s battles don’t always go 

To the stronger or faster man, 

But soon or late the man who wins, 

Is the fellow who thinks he can. ® 





Yes... 


They offer you permanent records for various 
department uses and can be retained for years 
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They meet the requirements of the Joint Commission 


on Accreditation and other agencies 


- They are available in various sizes to fit your needs 


and are always kept in stock, assuring prompt delivery 


They. can be furnished either in bound-book or 


loose-leaf style 


They require very little space for storing and are 


economical in price 


FOR FREE SAMPLES WRITE DEPT. HM-457 


PHYSICIANS’ RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 


161 West Harrison Street 


° CHICAGO 5, ILLINOIS 


For more information, use postcard on page 133 97 

















Accounting-Record Keeping 











Dr. Rorem Discusses Hospital Costs 








® DR. C. RUFUS ROREM, Ph.D., C.P.A., 
Executive Director of the Hospital 
Council of Philadelphia, focused 
attention on that hardy perennial, 
hospital costs, at the 1956 conven- 
tion of the American Hospital As- 
sociation. 

Said Doctor Rorem: 

Three parties are interested in 
costs: 1) the general population 
served by the institution; 2) the 
individual patient; 3) the institution 
where services are provided. 

The annual national cost incurred 
by the hospitals of the United States 
in the year 1955 was approximately 
$5,600,000,000. This was about 1% 
percent of the total national income, 
and may be compared with $1,000,- 
000,000 a generation ago, when the 
people devoted only one percent of 
the national income to the mainte- 
nance of hospitals. There are sev- 
eral explanations for this propor- 
tional change in hospital costs: 

More people use hospitals than 
ever before. The annual in-patient 
admission rate has increased from 
8 to 12 percent of the total popula- 
tion. Patients receive more kinds 
and larger amounts of professional 
services than ever before. 

The hospital has changed from a 
custodial institution to a center for 
diagnosis, treatment and preventive 
services, as well as professional and 
public education. 

Hospitals are providing more 
services for “vertical patients” who 
are up-and-about during their 
period of diagnosis and treatment. 

The patient’s problem: how to 
pay the charges for services re- 
ceived rather than how to reduce 
the hospitals’ costs in providing 
them. His main concern is to re- 


duce uncertainty as to the time and 
amount of a hospital bill for himself 
or his family. 

Solution to the patient’s problem 
lies in two directions. Expansion of 
Blue Cross and other insurance, so 
that the costs of hospital illness can 
be placed in the family budget 
along with other necessities. De- 
velopment of community responsi- 
bility and the use of tax funds for 
persons financially unable to pay 
their bills individually, or to par- 
ticipate in group payment plans. 


Major Cost Factors 


Individual hospitals face a con- 
tinuous problem in the control of 
costs they must incur to provide 
service to patients. Administrators 
realize that all services must ul- 
timately be paid in some manner: 
by patients’ fees (individually or in 
groups), by taxation, or by volun- 
tary philanthropy. 

The major factors which explain 
why hospital costs have risen may 
be listed as follows: 

1. Increased prices for supplies 

and materials. 

2. Increased 

levels. 

3. Increased prices for replace- 

ment of equipment. 

4. Increased diagnostic and treat- 

ment services. 

5. Increased private and semi- 

private accommodations. 

6. Increased out-patient service. 

7. Shorter average  length-of- 

stay. 

8. Expanded programs of medical 

and nursing education. 

9. Expanded programs of public 

education. 


salary and wage 


10. Fluctuations of 

and utilization. 

Average cost per patient-day of 
care is higher than ever before, and 
probably will continue to increase. 
The average patient-day of care in 
a general hospital involves about 
two “personnel-days” of profession- 
al, administrative and _ institutional 
service. At an average of $1.00 per 
hour, the amount would reach 
$16.00 per patient-day, not to men- 
tion expenses for medical supplies, 
food, housekeeping and engineering 
materials. Very few general hos- 
pitals incur per-diem payroll ex- 
penses higher than $16.00. Obvious- 
ly, the achievement of lower cost- 
per-patient day is not found in a 
reduction of average salaries and 
wages for professional and other 
employees. In fact, upward adjus‘- 
ments may be justified for some 
classes of employees, if standar:!s 
of service are to be maintained 

Not all costs of hospitalized illness 
are within the control of hospii:l 
administration. Medical standar !s 
require that a physician must d 
cide whether a patient is admitt 
and how long he will remain at t 
hospital. Professional procedures ° 
all kinds are also subject to a dc 
tor’s orders. The medical staff co 
trols both a hospital’s cost and i 
come. All professional and instit 
tional services involve expens s 
regardless of whether the hospi 
is reimbursed by the patient 
some other person or organizati 
The doctor’s responsibility for hc; 
pital expense and income is 1 
always clearly recognized by meci 
cal staff members. 


occupancy 
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Micro-T'win microfilming system— 


4 ways to modernize 
control and storage of records 


Now that Burroughs and Bell & Howell have teamed to bring 

you quality microfilming at low cost, why postpone its savings and 
conveniences any longer? Think of the immediate gains you can 
make in these four areas alone: 


1. Case Histories: You can film case histories as fast as they can be 
fed into the machine, store them in a fraction of the space formerly 
needed, locate the filmed histories quickly with the Micro-Twin’s 
exclusive indexing meter, read the sharp images easily on the viewer. 


2. Accounting and Cash Control: You can now integrate low-cost 
microfilming with your accounting to bring many new benefits, such as 
complete reference and audit control of all cash received, 

unalterable filmed records, positive internal control, more positive 
control over cash disbursed. 


3. Patient Billing: In your billing procedure, all charges can be 
microfilmed and the original charge slips inserted in the statement. 
Patient thus knows exactly what each charge covers— 

no questions, no confusion, no chance of ill will. 


4. Record Retention: You can free up to 98% of your hospital-wide 
record storage space by microfilming all types of records for retention. 


Micro-Twin is available in separate reader, separate recorder models 
or in a combined recorder-reader. It films up to 400 documents in a 
minute, protects you in many ways from wasted film, lost time. Its 
exclusive indexing meter finds wanted document images fast. And it 
produces full-size facsimiles in a matter of minutes in the reader— 
no darkroom, no mess. Phone our local branch for full information 
or write Burroughs Corporation, Detroit 32, Michigan. 


B ll H ll SOLD AND SERVICED BY a 
pesto Burroughs (tm 
MICROFILM EQUIPMENT 2 


“Burroughs” and “Micro-Twin”’ are trademarks 


For more information, use postcard on page 133 




















Methods of Cost Control 
by Hospitals 


Methods of Increasing and 
Stabilizing Hospital Income 


[D)EKNATEL (“> 


°for safety’s sake 


A — Encouragement of wide- 
spread and comprehensive Blue 
Cross, Blue Shield and other in- 
surance protection against the 
costs of hospitalized illness. This 


The following suggestions were 
presented by Dr. Rorem as effective 
methods for controlling the costs 
incurred by hospitals on behalf of 
patients receiving services. 
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J. A, Deknatel & Son, Inc. 
Queens Village 29, N. Y. 





I. More effective utilization of the 
beds and diagnostic and treat- 
ment facilities. Available meth- 
ods are: reduction in number of 
beds-per-room to permit alterna- 
tive use by various types of pa- 
tients; increased special services 
to vertical patients referred for 
study and treatment by physi- 
cians; better scheduling of ad- 
missions, discharges, and pro- 
fessional procedures to avoid the 
necessity of expanded facilities 
for beds and scientific equipment. 


II. More effective use of profes- 
sional and institutional personnel. 
Illustrations are the employment 
of practical nurses, aides and 
technicians to perform certain 
functions under the direction of 
professional nurses. 


III. More scientific procurement 
and use of supplies and materials. 
Methods include: the adoption of 
uniform standards to permit 
large-scale buying for depart- 
ments; simplification of sizes and 
types to reduce manufacturers’ 
cost; joint buying of commodities 
where specifications can be ap- 
plied to generally used items; 
systematic storage and issuance 
procedures; group conferences 
and action among hospital pur- 
chasing agents concerning pur- 
chasing methods, standards of 
quality, delivery schedules, and 
similar methods. 


IV. Uniform accounting and sta- 
tistics. They enable hospitals to 
appraise the results of varying 
methods and practices within the 
institutions, and to compare the 
experiences with those of other 
institutions. The information ob- 
tained through adequate and uni- 
form records and reports, if 
properly applied, would, in the 
speaker’s opinion, increase serv- 
ices at least 5% in most hospitals 
without additional expense. In a 
200-bed hospital, this would rep- 
resent more than $50,000 annual- 
ly. Nationally the savings would 
approach $300,000,000 per year. 
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removes uncertainty from hos- 
pitals, the physician, and the 
patients, and thereby removes 
many causes for individual com- 
plaints about hospital service. 
Members of the public thus pay 
the same amounts for hospital- 
ized illness whether they are sick 
or well. The sick enjoy service, 
the well enjoy protection. 


B — Promotion of legislation 
which will achieve governmental 
payment of full costs for hospital 
and medical services to public 
assistance beneficiaries. This 
would permit the public’s volun- 
tary charitable contributions to 
be used for services to other pa- 
tients of limited means who have 
been unable to protect them- 
selves through group insurance 
methods. Endowment income and 
voluntary gifts should supple- 
ment rather than supplant gov- 
ernmental payment for free serv- 
ice. 


The full assumption of responsi- 
bility by government for service 
to its wards or beneficiaries 
would, in turn, permit lower costs 
and larger enrollment in group 
pre-payment plans. Likewise, it 
would reduce the need for 
charges against individual full- 
pay patients which are in excess 
of the full costs of the services 
received. 


C — Continuous educational ac- 
tivities to inform the “well” pud- 
lic concerning the value of geod 
professional service in a modern 
hospital. The public service as- 
pect of the hospital must be 
exemplified through cooperation 
rather than competition among 
the institutions. The people own 
the hospitals, the people use the 
hospitals, and the people finance 
the hospitals. If the public is 
critical of its own institutions, the 
foundations of the complaints 
should be carefully examined as 
to their soundness. s 
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When quiet prevails in a hospital, everyone benefits. In many of 

the country’s hospitals, such as the Indianapolis Community 

$ Hospital, sound-absorbing ceilings of Acousti-Celotex Tile bring 
or quiet comfort to all areas . . . speeding patient convalescence, raising 


personnel efficiency and morale. Acousti-Celotex Sound Condition- 
e ® ing checks noise effectively in corridors, lobbies, kitchens, utility 
Hospital Quiet-Zone rooms, wards, nurseries, operating and delivery rooms. Mail 
Coupon Today for a free analysis of the noise problem in your 

hospital, plus free booklet. 
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Acousn-Cr.orex 


REGISTERED 


VA 


to Meet Every Sound Conditioning Problem... Every Building Code—The Celotex Corporation, 
‘le St, Chicago 3, Illinois © In Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec 


Delivery room of the Indianapolis Community Hospital, 
Indianapolis, Indiana, showing ceiling of Acousti- 
Celotex Random* Pattern Perforated Mineral Fiber 
Sound Conditioning Tile. Architect: Daggett, Naegele & 
Daggett. Acousti-Celotex Contractor: Hugh J. Baker & Co. 


* 
PAT. NO. D-168,763 


MAIL NOW! 


The Celotex Corporation, Dept. N-47 

120 South La Salle Street, Chicago 3, Illinois 

Without cost or obligation, please send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and your book- 
let, ‘The Quiet Hospital.” 


Name Title 
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Audible Alarm if desired 








49 Visible 
Indicators 
on Panel 
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SCHEMATIC WIRING OF REMOTE CONTROL PANEL 
out the distribution system for the convenience of the mointenance 


worker to add to or to remove run-out circuits. 
@ Pressure activators, temperature activators, electric relays of various 
mokes ond types ore available on the market 








f 
' 
' 
: 1. The junction boxes should be located at convenient places through- 
' 





Audible alarms such os bells, buzzers or horns of pulsating or other 
types ore adaptable to the system os desired. 

~ Indicating panel may be home-made or bought on the commercial 
market. They may be as simple or os complicated os needed. 

. Transformers for vorious wattages ore available on the morket. 
Experience has shown that secondary voltage to ataoke the indico- 
tions on the panel functions better on 24 volts. 

Incandescent bulbs were used in this system with o testing circuit 
in order to test them ot their source for operation. This has proven 
to be very ormenies 

. Where «i is used the wire size should be at leost 14 
gouge copper. commgg sora may be 22 or 26 gouge copper. 
Where individual grounds are used for long individual circuits 2 
or 26 gauge is sufficient. Though some circuits may be long enough 
—with voltage drop being enough that resistors will not be meces- 
sory in series with the indicator bulb. This can be proven with the 































































































Remote ContRot PANEL 


Matruncrrow in we and sou ot be ned in common gon ScHEmatic WirkiNG 
InprcatinGc PANEL DRAIN 
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Practicing Planned Preventive 
Maintenance With the Aid of a 


Remote Control Panel 


by H. Belton Gibson M.S.H.A. 
Part Il 


weil As lh 


This is the second part of a three 
part article. Part I appeared in the 
March issue, Part III will be in the 
May issue. 


® FOLLOWING ARE listed several 
types of services which are con- 
nected to the centralized remote 
control panel. Each will be de- 
scribed briefly explaining how the 
connections are made from the 
service to the control panel. 


Deep Freeze 


Indication of a malfunction is 
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noted on the panel through a 
plastic plaque with the name 
Deep Freeze illuminated by a 16 
volt lamp which is _ actuated 
through a circuit of wiring by a 
thermostatic actuating switch of 
the free air type located in the 
center of the deep freeze box 
indicating a rise in temperature. 


Blood Bank 


The indication of a malfunction 


is given by a 16 volt lamp as w 

as an alarm of a pulsating ty > 
bell through a circuit of wiri 

A thermostatic actuating swi 

indicates both a rise and a d@) 

in temperature. 


Oxygen Bank 


The malfunction is indicated 
the panel through a circuit 
wiring which is actuated by 
spring loaded pressure conir 
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\_Let’s not clean away 


WY: 


dollars an man-hours 


with costly, inadequate floor care 


COMBINATION SCRUBBER-VAC! 


Wherever combination-machine-scrubbing is the practical solution 

to the floor-cleaning problem, any lesser, slower method is wasteful 

of money and manpower. A Combination Scrubber-Vac applies the 

cleanser, scrubs, flushes if required, and picks up (damp-dries the 

floor )—all in one operation! Maintenance men like the convenience 

of working with this single unit... the thoroughness with which it 

cleans... and the features that make the machine simple to operate. 

It’s self-propelled, and has a positive clutch. There are no switches 

to set for fast or slow — slight pressure of the hand on clutch lever 

adjusts speed to desired rate. The powerful vac performs quietly. 

Cable reel is self-winding. Medel 213P Scrubber-Vac shown at left, 

for heavy duty scrubbing of large-area floors, has a 26-inch 

brush spread. Cleans up to 8,750 sq. ft. per hour (and more in 

some cases), depending upon condition of the floors, conges- 
tion, et cetera. 

Finnell makes Scrubber-Vac Machines in a full range 

of sizes, and in self-powered as well as electric 

models. From this complete line, you can choose the 

size and model that’s exactly right for your job (no 

need to over-buy or uniler-bizry). It’s also good to 

know that you can lease or purchase a Scrubber-V ac, 

and that a Finnell Floor Specialist and Engineer is 

nearby to help train your maintenance operators in 

the proper use of the machine...to recommend 

cleaning schedules for most effectual care ...and to 

make periodic check-ups. For demonstration, consul- 

tation, or literature, phone or write nearest Finnell 

~ = "anit : Branch or Finnell System, Inc., 2704 East Street, 

(Powder Dispenser eee =6Elkhart, Indiana. Branch Offices in all principal 


and Level Cable Wind i =" cities of the United States and Canada. 
are accessories) 

















BRANCHES 


FINNELL SYSTEM, INC. Bia IN ALL 


4 PRINCIPAL 
G QOrigcnators of Power Scrubbing and Polishing Machines hoo CITIES 
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4. One of several distribution 
junction boxes of the remote 
control panel system. 


vacuum are readily accessible on 
the market to meet the needs of 
voltage, pressures or varying 
temperatures. ) 


Doctor’s Lounge Air Condition- 
ing Fan 

In this instance we are only in- 
terested in the time which the 
fan runs. Neither temperature 
nor pressure are concerned. The 
malfunction indicates when the 
fan is running. Thus, it can be 
cut off when not in use and a 
savings in electricity noted. 


7. The control located within 
the walk-in deep freeze. 
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5. Temperature actuator con- 
trol in one of the walk-in re- 
frigeration boxes. 


Elevators 

The elevators are fully auto- 
matic. If they get stuck between 
floors or if the doors fail to open 
a passenger inside the elevator 
needs only to push a_ button 
marked “Call”. Pushing this but- 
ton actuates the indicator on the 
remote control panel. Immedi- 
ately, a maintenance man is sent 
to take care of the situation. 


Flake Ice Machine 

A normal closed relay with a 

correct rated coil is connected 

to the motor circuit of the re- 
frigerating unit. When this motor 
circuit has no current on it the 
relay will be closed indicating 

a malfunction to the remote con- 

trol panel. A man can then be 

dispatched to turn the machine 
on. 

There are many advantages to 
having a centralized remote con- 
trol panel to aid in_ practicing 
planned preventive maintenance. 
Several that have been noted since 
installing the panel in the West 
Tennessee Tuberculosis Hospital 
are as follows: 


Trouble is caught as it is actu- 
ally happening and in some in- 
stances even before it happens. 
This provides a lower cost of 
operation. 


Prevents costly breakdowns of 
machines which might, without 
the aid of the control panel, have 
gone for many hours without be- 
ing detected. 





% # 


6. Audible transformers for 
the remote control panel. 


Provides a system for cutting 
costs of maintenance man-hours. 
Fewer men can be used on the 
second and third shifts than was 
possible before the installation of 
the remote control panel. 


The hospital operates on a 40 
hour week. On week-ends and 
holidays we operate with skele- 
ton maintenance crews. The cut- 
ting of maintenance crews to a 
minimum for these occasions 
would be impossible without the 
aid of the remote control panel. 


Please turn to page 106 


8. Controls for the flake ice 


machine cooling tower. 
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Floors serve best 
that look best! 


Keep your floors tip-top clean 
and attractive with LINCOLN care 
MACHINE 


Floors are for people. Keep these busy 
traffic arteries and work areas of your 
buildings sanitary, safe and ‘‘company 
clean” with the Lincoln Team of 
Scrubber-Polishers and Vacuums. A 
demonstration will show you why 
these Lincoln machines are without 
question the most modern and efficient 
for all your floor cleaning, off-floor 
dusting and rug shampooing. Wide 
choice of sizes for every need. Look to 
Lincoln to make the work extra fast, 
extra easy, and save you money. Send 
for literature. 





Liivvii 2 


LINCOLN 


FLOOR MACHINERY CO. 
Dept. G, 1250 West Van Buren St., Chicago 7, Ill. 


FOUNDED 1896... 
THE OLDEST AND MOST RESPECTED NAME IN FLOOR MACHINES 
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Why Do Most 


LABORATORY WASH 
KITCHENS Use 


BIO-LAB 


Tested Lakeseal 
Quality Product 


? 


Send for booklet, 
sional Cleansing”, and learn 
why BIO-LAB and its 
twin BIO-MACHINE are 


unique in their field : : Lake- 


"“Profes- 


seal technicians have worked 
out efficient pattern for hos- 
pital and laboratory wash 


room techniques. 


FINGER LAKES 
CHEMICAL CO. 


Etna, New York 








FREE 
and 
USEFUL 











Organization 
Address 











America’s Foremost Line of Floor Machines 


Proved BEST For 


Models 
For Every 
Maintenance 
Need 





BUILDING SERVICE 
Continued from page 104 


One person is given the sole re- 
sponsibilty of the remote control 
panel. This responsibility is carried 
from shift to shift throughout a 
twenty-four hour period. This re- 
sponsibility might be given to the 
fireman or to the shift operator 
(engineer) on duty. The chief en- 
gineer of the West Tennessee Tu- 
berculosis Hospital designates this 
responsibility to his shift operator. 
It is his duty to see that all mal- 
function signals are answered and 
the work needed to correct the 
malfunction is carried out to com- 
pletion. 7 





Capsule Course in Human 
Relations 


® FIvE most Important Words—I 
am proud of you! 

Four Most Important Words—What 
is your opinion? 

Three Most Important Words—If 
you please! 

Two Most Important Words—Thank 
you! 

Least Important Word—I. 
Reprinted from “The Researcher”, 

newsletter of Research Hospital, 

Kansas City, Missouri. & 











Hospital Floor Maintenance 


Unico Floor Machines are unmatched 
for hospital use. They give you clean- 
er, more sanitary floors, in less time, 
with less labor. Whether it's for large 
or small areas, polishing, waxing, wet 
scrubbing, carpet shampooing, vacu- 
uming, wet or dry pick-up, a Unico 
will do the job better, faster at lower 
cost. See your dealer for free dem- 
onstration, or send for details. 


LIQUID 


Poofeed oR FOOD SERVICE AND INSTITUTIONAL | 5E 


Fastest concentrate yet devised with tremendous reserve © 


| 

















Most Happy 
Patient 


PICTURE: Good food . . . Hot food hof — Cold 


| food cold served with ‘no clatter and confusion 


| Happy Patient .. . 
| tell his friends about the meals 


| Get the 


+ and served on time. RESULT: A Most 
who will gg agen’ end 
he enjoyed 
while hospitalized. 

facts about Meals-on-Wheels System 


| == you will be happily surprised to learn it 
| cuts serving time in half, requires less serv- 


| ing help . 


cleaning power . . 
manual cleaning tasks —high quick penetration, complete so: 
suspension, free rinsing, rapid drying. Excellent for silver di; 


tanks. 


+ actually saves you money. 
Write for full details to: 


“Meals-on-Wheels 


d System 
Dept. Z, 

5001 E. 59th St. 

Kansas City 30, 
Missouri 





NEW CLEANING 
“ACONCENTRA TE 


se “WITH AMAZING 


con e=e RUNS” AFTIR 
; DIRT 


KK CONCENTRATE 


. yet gentle. Exceptional versatility for a! 


12” to 24” 
PACKED IN QTS., GALS., BARRELS — Ask Your Supplier or Writ: Us 


Brush Sizes 
United Floor Machine Co., Inc. "4a y4-¥0) 3 PRODUCTS, IN 


7714 South Chicago Ave., Chicago 19, Ill. BELOIT, WISCONSIN 


| 1520 Us Ar The Restaurant Show, Booth D-212, Chiec.s0” 
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Food and Dietetics 








Vegetables Rate Top Treatment 


by Doris H. Zumste Vegetables on Top 
y g , 


§ ATTRACTIVE VEGETABLES can do Meat Loaf io: * 


much toward the patients’ accept- with 
ance of their meals. This is espe- Vegetable 
cially true where special diets re- Whip Topping 
quire even more vegetables than 

the regular diet. 

THE BASIC RULES still hold. 

1. Cook in as small quantities, as 
near serving time, as practi- 
cable. 

2. Cook only until crisp tender. 

Use timers, especially when 
pressure steaming vegetables. 

3. Avoid overloading kettles or 
vegetables will be squashed, 
especially canned ones which 
need no cooking, only heating. 

. Season carefully at the begin- 
ning of the cooking period. 

Use monosodium glutamate 

along with salt for full fresh meat Ret 
flavor. Allow 1 ounce (3 with 
tablespoons) Ac’cent per 40-50 Bean Sprouts 
pounds of fresh, frozen or 

canned vegetables. Use herbs 

and spices for taste variety. 

If salt-free vegetables must be 

cooked along with those for 

regular diets, be certain the 

latter are eventually seasoned. 

Since Ac’cent contains only 

about 1/3 the sodium content 

of table salt, it is an ideal sup- 

plemental seasoning to make 

salt-limited diets more palat- 

able. 

. Cover to speed up cooking but 
avoid use of baking soda for 
speed or setting color. 

. When vegetables have been on 
the steam table for more than Rolled Stuffed _ SE. Oe. oy 
one serving period, add Ac’- Flank Steak , . ‘ 
cent to eliminate “steam table 
fatigue”; freshen sauces; stir 
in warm milk to improve 
“tired” mashed potatoes; add 
freshly-chopped parsley, etc. 








Vegetables Inside 


Cooking isn’t the only answer to 
better vegetable service. Interesting 
ways of using vegetables can please 
patients and staff alike. 

For instance: 


—_——— 


Miss Zumsteg is associated with Dudley- 
Anderson-Yutzy, in New York, and is edi- 
tor of "Fast Food." 
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Meat Loaf with Vegetable 
Whip Topping 
6 pounds potatoes, peeled 
4% pounds yellow turnips, 
diced 
6 pounds carrots, sliced 
Boiling water, to cover 
2 tablespoons salt 
1 tablespoon Ac’cent 
34 teaspoon pepper 
3 cups milk 
¥% cup butter 
Cook potatoes in water until ten- 
der. Drain and mash. Cook turnips 
and carrots in water until very ten- 
der. Drain and mash. Combine po- 
tatoes, turnips and carrots. Add re- 


maining ingredients; blend and beat 
thoroughly, until fluffy. 

Serve as a vegetable or use as a 
border around broiled or planked 
meats or as topping for meat loaves. 
Reheat by browning lightly in hot 
oven. 

Makes 50, 4-ounce servings 

Beef Balls With Bean Sprouts 
6 pounds ground beef 
2 cups oil or fat 
3 cups onions, diced 
12 cloves garlic, minced 
6 pounds celery, sliced 

diagonally 
5 pounds carrots, sliced diagonally 
3 quarts beef bouillon 





USH STEAKS 
OKITCHEN BOUQUET 


Turn your stea 
broiled delicacies! Just brus 


“charcoal” broiled crust seal 


MORE APPEAL, MORE FL. 


h roast with 
EVERY ROAST! Brus 2 
cook according to package direc 


tter, cooks bette 
sr Yes, there’s more meat 
Bouquet roast because 
Used by good cooks an 


i in pts., gts. and gals. 
—. aon, see your grocer. 


VVVV VNR 


Just drop 2 
Grocery Store 
West Chester, Pa. 


rs and 
aks, chops, peenge r r Bouquet before 


AVOR, MORE MEAT FROM 
Kitchen Bouquet; 
tions. It — 

tes better and welg 
prc in a Kitchen 
there’s less shrinkage: 
d chefs for over 75 years. 


For 2-02. 


QUANTITY RE 
and 4-oz. 


IMAGINE ! 
Theybe Serving 
CHARCOAL 
Broiled Steake! 


a 
For that Tempting “Charcoal” Broiled Look 


WITH 


poultry into “charcoal” 





CIPE CARDS 
bottle of 


REAM 
CE cooks Quickty, EASILY, 10 Times Faster— 


Yq Minute Cooking Time! DIGESTS QUICKLY, EASILY. 


Gives a quick-energy lift. Easier to digest than any 
other kind of cereal! NEW—Easy-Pouring Spout! 


For more information, use postcard on page 133 


1% cup salt 
2-2/3 tablespoons Ac’cent 
Y4 cup powdered ginger 
1% cups cornstarch 
l%% cup Brown bouquet sauce 
1 cup water 
2 No. 10 cans bean sprouts 
12 bunches water cress, coarsel: 
chopped 
Hot cooked rice 

Form meat in %-inch bails, 
Brown in oil over moderate heat. 
Add onion and garlic to frying pan; 
cook until tender. Add vegetables, 
bouillon, and seasonings to meat; 
bring to boil. Cook only until vege- 
tables are tender-crisp, about 10 
minutes. 

Blend together ginger, cornstarch, 
bouquet sauce and water until 
smooth; stir into hot meat-vege- 
table mixture; bring to boil. Add 
bean sprouts; heat thoroughly. 

Add water cress just before serv- 
ing. Serve with rice. 

Makes 50, 8-ounce servings. 


Rolled Stuffed Flank Steak 

4 to 6 beef flank steaks, 
114 to 2 pounds each 

1 cup flour 

4 teaspoons salt 

1 teaspoon pepper 

4 teaspoons Ac’cent 

16 slices bread, dry, cut 
34-inch thick 
Cold water, as needed 

4 onions, small, minced 

¥% cup butter or margarine 

4 eggs, well beaten 

2 cups whole kernel corn, drained 

4 pimientos, minced 

3 teaspoons salt 

14 teaspoon pepper 

2 teaspoons Ac’cent 

4 teaspoons poultry seasoning 

4 dashes Tabasco 

1 cup fat 

14% quarts tomato juice 


Score steaks on both sides. Com- 
bine flour, salt, pepper and Ac’cent. 
Pound half this mixture into one 
side of steaks with mallet and re- 
maining mixture into other side. 

Soak bread in cold water to cover 
until soft; squeeze dry and discard 
extra water. 

Cook onion in butter or mara- 
rine until soft but not brown. Stir 
into bread with eggs, corn, pimiexto 
and seasonings. Mix well. Divide 
into 4 parts; spread on steaks. Fioll 
up each steak like jelly roll; tie 
with string. 

Brown rolls in hot fat. Transier 
to baking pans; pour tomato juice 
over. 

Bake in moderate oven (350 .) 
2 hours or until tender. Thicken 
gravy, if desired. 

Makes 25, 5-ounce servings. 
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Vary the Vegetables 


Via the seasoning. (Let’s not penalize everybody, including the staff, because some special-diet patients are sea- 


soning-restricted! ) 


Canned vegetables are staple on the hospital menu. 
Current abundance of quality canned corn makes it an 
exceptionally good buy. 

Canned vegetables can be varied by savory flavored 
butters. 


Herb Buttered Corn (see picture above) 
1 quart liquid drained from corn 


2 No. 10 cans corn, whole kernel, drained 
14 pound butter or margarine 


Ac’cent to taste 

2 teaspoons celery seed 
2 teaspoons thyme 

1 tablespoon salt 
Chopped parsley 


Combine liquid and corn. Add butter and seasoning; 
heat. Serve corn sprinkled with parsley, if desired. 
Makes 50 (approximately) 4-ounce servings. 


Mandarin Cabbage 


1% cup shortening 
7 quarts cabbage, shredded 
4% cups celery, sliced 
4 medium onions, sliced in 
thin rings 
8 medium green peppers, sliced 
1 tablespoon salt 
Black pepper, freshly ground, 
to taste 
1 teaspoon Ac’cent 
1/3 cup sugar 
Melt shortening in heavy frying pans; add vegetables. 
Sprinkle salt, pepper, Ac’cent, and sugar over vege- 
tables. 
Cover and steam 5 to 10 minutes, stirring occasional- 
ly. 
Makes 25, 2/3-cup servings. 
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You trust 


its quality 


DRINK 


CC la 


REG. U.S. PAT. OFF 


For more information, use postcard on page 133 




















CONTROL 
YOUR 
FOOD 


NERVE 


UNIFORM 
PORTIONS 


Hall Marmites, like Hall baking dishes, make por- 
tion control automatic. The capacity of the dish guar- 
antees uniform servings. Hall ware keeps soup hot, 
pure-flavored . 


Write for Bulletin SM-1. 
THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


AN ADDED SECRET 
TO THE SECRET PROCESS SPECIAL PETITE MARMITE 


Pa 


Secret Process HALL CHINA plated with 
lustrous nickel-chrome by a secret process. 


Write for Bulletin MC-65 
SPECIAL MARMITE 


For more information, use postcard on page 133 HOSPITAL MANAGEMENT 





Via the combinations. This should 
mean more to the menu than car- 
rots and peas. Combine vegetables, 
vegetables and cheese, vegetables 
and meats, vegetables and sauces. 


Italian Egg Plant 


12 pounds egg plant 

11% quarts salad oil 

142 pounds Cheddar cheese, 
loaf 

6 guarts meat sauce 

1 pound Parmesan or Romano 
cheese, grated 

1 cup parsley chopped 

11. tablespoons Ac’cent 

1 yound bread crumbs, sifted fine 


Wash egg plant; peel; cut into 
1-inch cubes; place in baking pans. 
Peur oil over egg plant; let stand 
¥, hour. 

Bake in hot oven (475°F.) until 
brown, turning frequently with 
spatula. 

Slice cheese to yield 50 half slices. 
Arrange sliced cheese over browned 
egg plant; pour meat sauce over. 

Combine grated cheese, parsley, 
Ac’cent, and crumbs; sprinkle over 
meat sauce. 

Bake at 350°F. or heat under 
medium broiler until sauce bubbles 
and top is lightly browned, 20 to 30 
minutes. 

Makes 50, 8-ounce servings 


Frozen Peas With Mushrooms 


34 cup rendered fat or 
margarine 

2 pounds onions, thinly sliced 

1 pound green peppers, diced 

1 pound celery, diced 

3 pounds fresh mushrooms, sliced 

Y4 teaspoon salt 

\% teaspoon pepper 

1 teaspoon Ac’cent 

3g cup Worcestershire sauce 

% cup fat or margarine 

1 cup sifted bread flour 

2% quarts meat or chicken stock 

1 quart canned tomatoes 

5 pounds frozen peas 

244 pounds (total) pastry (standard 
recipe) 


Heat fat; saute onions, green pep- 
pers, celery, and mushrooms until 
lightly browned. 

Add seasonings to vegetables in 
frying pan; fork lightly to mix well. 
Cover and simmer until vegetables 
are tender, about 25 to 30 minutes. 
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Make a roux of fat and flour. Add 
hot stock, stirring constantly. Cook 
until raw taste of flour disappears, 
about 5 to 7 minutes. 

Add tomatoes to sauce; bring to 
boil. Combine with vegetable mix- 
ture; bring to boil. 

Strike package of peas several 
sharp blows on edge of counter to 


separate. Divide and distribute peas 
evenly over bottoms of 10 x 16-inch 
pans. Measure 2% quarts of vege- 
table mixture into each pan over 
peas. 

Roll pastry into sheets large 
enough to cover pans. Place over 
mixture. Bake in hot oven (400°F.) 
30 to 40 minutes. 

Makes 50, 54%-ounce servings 
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“And after you've finished 209, you'll need 
a cup of refreshing Continental Coffee!” 


Everyone Enjoys 


Wee life Hwee 


In every walk of life everyone enjoys rich, full-bodied, invigorat- 
ing CONTINENTAL COFFEE. Superb blending of the world’s 
choicest coffees and precise roasting with automatic controls as- 
sure unfailing uniformity. Write today for a FREE trial package. 


Conitnnial lye ROYAL CORONA 


AMERICA'S LEADING COFFEE for Restaurants, Hotels and Institutions 


one) Aa a: 
Seattle, Washington 


CHICAGO*BROOKLYN-TOLEDO 





For more information, use postcard on page 133 




















Monthly Menus 


Monday 


Tuesday 


Wednesday 





Breakfast 


Lunch 


Dinner 


Grapefruit half 
Hot or ready to eat cereal 
Canadian bacon 
Cinnamon toast 


e 
Broiled liver 
Rice potatoes 
Buttered quartered carrots 
Waldorf salad 
Cherry upside down cake 
* 


Scotch broth 


Creamed turkey on toast points 


Baked potato 
Curly endive-French dressing 


Lemon graham cracker dessert 


Apricot nectar 
Hot or ready to eat cereal 
Omelet 
Toast 
e 


Baked ham-raisin sauce 

Glazed sweet potatoes 

Tiny whole beets 

Grapefruit orange pinwheel 
salad 

Rainbow gelatine-whipped 
cream 


Potato chowder 
Porcupine beef balls 
Escalloped tomatoes 
Spiced crabapples 
Brownies 


Sliced bananas 

Hot or ready to eat cereal 
Crisp bacon 

Pecan coffee cake 


Meat loaf 

Mashed potatoes 
Succotash 

Cheese stuffed date salad 
Lime sherbet 


Beef noodle soup 

Club sandwich 

Potato chips 

Assorted relishes 

Fresh strawberry blanc mange 





Breakfast 


Lunch 


Grapefruit-orange sections 
Hot or ready to eat cereal 
3 minute egg 

Toast 


Swiss steak 

Fluffy rice 

Buttered wax beans 

Molded fruit salad 

Butterscotch pudding 


Potato celery soup 

Hamburg macaroni casserole 
with tomatoes 

Shredded lettuce salad 

Peach upside down cake 


Bananas in cream 

Hot or ready to eat cereal 
Crisp bacon 

Raisin toast 


Broiled ham slices 

Oven browned potatoes 

Buttered cauliflower 

Cinnamon apple with diced 
celery 

Marmalade bavarian 


Vegetable soup 

Chicken a la king on toast 
points 

Buttered peas 

Citrus fruit salad 

Devils food cake 


Kadota figs 
Hot or ready to eat cereal 
Omelet 
Toast 
e 


Broiled yearling liver 
Parsley buttered potatoes 
Harvard beets 

Pineapple ring salad 
Orange ice 


Beef rice soup 


Open faced cheese-bacon-tomato 


sandwich 
Latticed potatoes 
Crisp relishes 
Pear half 





Breakfast 


Lunch 


Dinner 


Blended fruit juice 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Roast leg of lamb 

Potato puff 

Brussels sprouts-mock 
hollandaise sauce 

Tomato lettuce salad 

Fresh pineapple cup 


* 
Bouillon 
Ham loaf 
Creamed new potatoes 
Red cabbage salad 
Green gage plums 


Chilled vegetable juice 
Hot or ready to eat cereal 
Crisp bacon 

Sweet roll 


Liver bernaise 

Browned potato balls 
Julienne green beans 
Pickled beet-egg salad 
Peach blush-whipped cream 


Chicken rice soup 
Omelet-mushroom sauce 
Baked potato 

Waldorf salad 

Rhubarb Betty 


Prunes with lemon 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


e 
Baked ham with cider sauce 
Glazed sweet potatoes 
Buttered broccoli 
Julienne vegetable salad 
Raspberry sherbet 

e 


Corn chowder 


Beef stew with biscuit topping 


Citrus fruit salad 
Whole peeled apricots 
Oatmeal krispies 





Breakfast 


Lunch 


Dinner 


Orange juice 

Hot or ready to eat cereal 
Crisp bacon 

Corn bread-apple butter 


Broiled cube steak 
Buttered potato balls 
Cream style corn 
Fruit layer salad 
Raisin rice pudding 


Pepperpot soup 

Chicken salad sandwiches 
French fried potatoes 
Strawberries in cream 


Baked apple slices 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Spanish meat loaf 

Parsley rice 

Wax béans 

Tossed vegetable greens 
Cherry pudding-cherry sauce 


Cream of corn soup 
Coid roast beef slices 
Escalloped potatoes 
Pickled beet salad 
Royal Anne cherries 


Grapefruit juice 

Hot or ready to eat cereal 
Canadian bacon 

Toast 


Fricassee chicken 

Mashed potatoes 

Diced carrots 

Tomato cottage cheese salad 
Fresh peach ice cream 


Asparagus pimiento soup 
Assorted sandwiches 
Mixed vegetable casserole 
Deviled egg salad 
Blackberry cobbler 





Breakfast 


Lunch 


Dinner 


Prunicot 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Paprika chicken 
Fluffy rice 
Buttered peas 
Spring salad 
Cherry ice cream 


Vegetable soup 

Assorted luncheon meat 
New potatoes in jackets 
Tomato aspic with celery 
Fresh fruit compote 


Orange juice 

Hot or ready to eat cereal 
Canadian bacon 
Muffins-jelly 


Roast leg of veal 
Pittsburgh potatoes 
Buttered wax beans 

Banana nut salad 
Chocolate meringue pudding 


Cream of pea soup 

Spaghetti with tomato meat 
sauce 

Hard rolls 

Tossed salad-vinegar dressing 

Fruit jello 
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Thursday 


Friday 
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Saturday 


Sunday 





Applesauce 

Hot or ready to eat cereal 
Scrambled eggs 

Raisin toast 


Roast lamb-mint jelly 
Baked stuffed potato 
Diced carrots 
Tomato lettuce salad 
Tapioca cream 


Vegetable alphabet soup 
Macaroni au gratin 
Pickled beet egg salad 
Royal Anne cherries 
Oatmeal cookies * 


Tomato juice 
Hot or ready to eat cereal 
3 minute egg 
Toast 
e 


Baked haddock 

Parsley buttered potatoes 

Mixed vegetables en casserole 

Spiced pear salad 

White cake-lemon frosting 
s 


Barley soup 

Fruit platter with cottage 
cheese 

Baby green limas 

Bran muffins-preserves 

Pineapple snow pudding 


6 


Cinnamon prunes 

Hot or ready to eat cereal 
Broiled bacon 

Toast 


Salisbury steak 
Escalloped potatoes 
Brussels sprouts 
Molded fruit salad 
Peach half 


Cream of tomato soup 

Veal turnover with vegetables 
Cole slaw 

Banana vanilla pudding 


7 


Apple raspberry juice 
Hot or ready to eat cereal 
Poached egg 
Toast 

& 
Broiled spring chicken 
Whipped potatoes 
Broccoli-lemon slice 
Celery hearts-olives 
Chocolate ice cream 

S 
Split pea soup 
Assorted luncheon meat and 

cheese platter 

Baked stuffed potato 
Boston brown bread 
Fresh pineapple cup 





Stewed apricots 
Hot or ready to eat cereal 
Canadian bacon 
Toast 
e 


Breaded veal cutlets 

Mashed potatoes 

Diced carrots in cream 

Head lettuce with Thousand 
Island dressing 

Grape jello-custard sauce 


Cream of tomato soup 

Rice timbales with coarse 
meat gravy 

Fruit layer salad 

Date roll with whipped cream 
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Fresh strawberries 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Halibut steak 

Buttered potato balls 
Stewed tomatoes and celery 
Sliced orange salad 
Gingerbread 


Consomme with parsley 

Tuna fish salad with egg garnish 
Escalloped corn 

Poppyseed rolls 

Fruit cocktail 


Apple sauce 

Hot or ready to eat cereal 
Scrambled eggs 

Blueberry muffins 


eo 

Broiled !amb pattie on 
pineapple ring 

Stuffed baked potato 

Buttered lima beans 

Tossed green salad 

Graham cracker banana ice box 
cake 


e 
Cream of pea soup 
Hot roast beef sandwich 
Mashed potatoes 
Stuffed prune-peanut butter 
salad 
Lemon grapenut pudding 


Pink grapefruit half 
Hot or ready to eat cereal 
Broiled bacon 
Cinnamon toast 
e 


Roast stuffed chicken-gravy 
Sweet potato surprise 
Spinach with lemon 
Molded pear salad 
Raspberry sherbet 


Alphabet soup 

Escalloped potatoes with dried 
beef 

Buttered peas 

Vegetable jackstraws 

Marguerites 





Bananas 

Hot or ready to eat cereal 
Canadian bacor 

Toast 


Mock drumsticks 

Parsley potatc balis 

Buttered peas and carrcts 

Nectarine saiac 

Angel food cake with {rest 
Strawberry savce 


Clear tomato scup 

Noodle ring with creameo 
chicken 

Asparagus bundle salec 

Chilled fruit cup 


Grapefruit half 

Hot or ready to eat cereal 
Snirred egg 

Raisin toast 


Baked trout 

Paprika potatoes 

Spinach with hard cooked egg 
Tossed vegetable salad 
Washington pie 


Oyster stew 
Assorted cheese plate 
Rye bread 

Cinnamon apple salad 
Date bar 


Apricot nectar 

Hot or ready to eat cereal 
Cmelet 

Jelly muffin 


Grilled sweetbreads with bacon 
Mashed potatoes 

Vegetables en casserole 

Jellied banana salad 
Chocolate tapioca cream 


Vegetable soup 

Creamed dried beef on toast 
Chinese cabbage salad 
Biueberry crisp 


Baked apples 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Prime ribs of beef 

Oven browned potatoes 
Fresh peas in cream 
Spiced watermelon chunks 
Vanilla ice cream 


Cream of tomato soup 

Baked macaroni and cheese 
casserole 

Perfection salad 

Royal Anne cherries 

Gingersnaps 





Apple juice 

Hot or ready to eat cereal 
Poached egg 

Toast 


Grilled ham slice on 
pineapple ring 

Baked sweet potato 

Brussels sprouts 

Citrus fruit pinwheel salad 

Cup cake-chocolate frosting 


Cream of chicken soup 
Veal birds 

Whole kernel corn 
Rosy pear salad 
Floating island 
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Grape juice 

Hot or ready to eat cereal 
Omelet 

Sticky cinnamon bun 


Broiled perch-tartar sauce 
Oven browned potatoes 
Savory Swiss chard 

Frozen fruit salad 

Peach tart 


Potato ribble soup 
Tuna noodle bake 
French style green beans 
Molded cranberry salad 
Fruit bars 


Banana in cream 

Hot or ready to eat cereal 
Crisp bacon 

Raisin toast 


Roast leg of lamb 
Paprika potatoes 

Ford Hook limas 
Julienne vegetable salad 
Marble cake 


Consomme 

Dried beef rarebit on toast 
Buttered broccoli 

Pineapple peppermint delight 


Fresh sliced strawberries 
Hot or ready to eat cereal 
3 minute egg 

Toast 


Long Island duckling 
Browned rice 

Buttered asparagus spears 
Tomato lettuce salad 

Ice cream sundae 


Cream of pea soup 

Spicy tongue with raisin sauce 
Baked potato 

Shredded carrot raisin salad 
Diced pear 














Peanut Butter 
Lamb 


Dry Beans 


Potatoes 
Canned Sweet Corn 


Dried Prunes 
Eggs 
Beef 


Turkeys 


Rice 


Milk and Other 
Dairy Products 


Canned Purple Plums 


Canned Beets 
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arket Place for the sine Field! 


‘Clearinghouse’ for positions wanted . . . items, problem is through HOSPITAL MANAGE- 
equipment or services for sale . . . or positions MENT’s CLASSIFIED ADVERTISING PAGES. 
open . . . HOSPITAL MANAGEMENT is the 


MARKET PLACE for the entire hospital field, HM Can Do A Real Job For You! 


ing hospi i | ll 
serving hospital executives and personnel as we Why? Because HM . . . with the HIGHEST vol- 


untary paid circulation in the field . . . reaches 
more ACTIVE hospital personnel than ANY 


as manufacturers and suppliers selling to the hos- 
pital market. 


Py OTHER hospital paper* And reader response is 
Got A Problem? tremendous in HM ... with more than 31,359 


If your problem concerns the hospital field . . . pieces of mail received annually from interested 
whether it be regarding placement or a position readers . . . the BIG reason why your classified 
to be filled . . . an item for sale . . . or a much- advertisement in HM will produce RESULTS! 
needed piece of equipment . . . the most ECO- *49,275 readers per issue based on current pass- 
NOMICAL way of finding a solution to your along readership study. 
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WHEN SURGICAL HEMOSTASIS IS A PROBLEM 


oP. > 4 On =) © 


bsorbable Hemosta 


By checking capillary oozing, OXYCEL (oxidized 
cellulose, Parke-Davis) aids in controlling postopera- 
tive bleeding. Applied directly from the container, 


OXYCEL readily conforms to all wound surfaces. 


OXYonL PADS 


Sterilized, gauze-type, 3 inch x 3 inch eight-ply pads, and 4 


inch x 12 inch eight-ply pads. 


OD. 40) 3 0 HDB Des UNS 


Sterilized, cotton-type, 244 inch x | inch x 1 inch portions: 


OXYCEL STRIPS 


Sterilized, four-ply, gauze-type strips, 5 inch x inch; four- 


ply 18 inch x 2 inch; tour-ply 36 inch x "2 inch; and four-ply 


3 vard x 2 inch, pleated in accordion fashion. 


OXYCEL FOLEY CONES 


Sterilized, four-ply, gauze-type dises, 5 inch and 7 inch 


diameters, conveniently folded in radially fluted form 


Supplied in individual glass containers. 


Pe Sede 


‘Dy: PARKE, DAVIS COMPANY 
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Does the Small Hospital NEED a Pharmacist? 








Editors Note: This article is of par- 
ticular interest because it brings out 
the viewpoints of an administrator 
regarding the need of a registered 
pharmacist in the smaller hospital. 

The author obviously knows the 
smaller hospital functions very well, 
and, because he does, he is able to 
combine his background with con- 
temporary thinking to give us ex- 
pert administrative concepts of the 
need for a registered pharmacist in 
smaller hospitals. 

Unfortunately, this type of think- 
ing has not yet reached into the 
majority of small hospitals. To 
many administrators, the thought of 
hiring a registered pharmacist in a 


small hospital is often revolting, be- 
cause they do not realize that the 
pharmacist can actually. make 
money for their hospitals. All that is 


often considered is, “It would cost 
too much money” and, “We don’t 
need a pharmacist in our small hos- 
pital — don’t use enough drugs.” 

In the words of Mr. Donnell, with 
whom I agree exactly, I am pleased 
to quote a very wise note. “If you 
are one who feels that the budget 
just won’t bear the price of a hos- 
pital pharmacist, take another look, 
it may well be that you can’t afford 


to be without one.” 





D.F.M. 








by A. M. Donnell 


@ I RECENTLY HEARD a_ statement 
made by a qualified pharmacologist 
to the effect “that 95 percent of the 
pharmaceutical materials used in 
today’s hospital were unheard of 15 
years ago. This fact impressed me 
deeply, because it falls in line with 
the new era in the concept of hos- 
pital care, and the scientific ad- 
vances which have been made in 
medical care in this country. To- 
day’s pharmacist, whether he be in 
the hospital or the retail area, is a 
streamlined individual who no long- 
er compounds the majority of the 
products which he supplies. This is 
progress and we cannot argue with 
it. 

Many of our smaller hospitals op- 
erate without the services of a qual- 
ified pharmacist. This is not al- 
ways by choice but it is frequently 
confused with mistaken necessity. 
It can also be rationalized by citing 
the personnel shortages that exist 
in this profession as they do in all 
fields of technical hospital person- 
nel. 

A hospital pharmacist’s existence 
can be justified in three ways, any- 
one of which is reason enough to 


Mr. Donnell is administrator of the Mus- 
kogee General Hospital (94 beds) in Mus- 
kogee, Oklahoma, and a graduate of the 
program in Hospital Administration, North- 
western University. 
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make him a valuable addition to 
the hospital team. These are the 
legal, the operational, and the fi- 
nancial aspects connected with the 
hospital’s pharmacy operation. 

We need to look only briefly into 
the legal responsibility which the 
hospital assumes in dispensing 
drugs and pharmaceuticals without 
the services of a qualified pharma- 
cist. Legal liabilities in the labeling 
of drugs and poisons, responsibility 
for unusual doses, mistakes in label- 
ing, and the general dispensing of 
drugs are best transferred to the 
shoulders of the pharmacist who is 
professionally and legally responsi- 
ble for his acts. The benefit of this 
responsibility not only accrues to 
the hospital but also extends to the 
medical staff. Pharmaceutical com- 
petence can avoid errors that are 
made by physicians in prescribing 
for their patients. It is invaluable 
in avoiding possible mistakes by 
nursing service personnel. 


Advantage of Pharmacist 


The operational advantages of a 
pharmacist’s services are numerous 
and varied. Due to the complexity 
of the drug supply system in to- 
day’s hospital, a completely satisfac- 
tory and “fool proof’ system has 
yet to be developed, especially in 
the small institution. When faced 


with the decision as to the method 
of drug supply to the patient, a 
choice must be made between a de- 
centralized or centralized system. 
Sub-pharmacies can be established 
on each nursing unit with an op- 
erating supply of the many drug 
types, or, all drugs except emer- 
gency and low cost items can be 
centralized in the pharmacy and is- 
sued for individual patient require- 
ments to the nursing stations. 

The decentralized method of 
stocking operating supplies of drugs 
on the nursing floors has the ad- 
vantage of easy availability, but 
control of the stock is a problem 
and the “evaporation rate” is high. 
The advantage of dispensing drugs 
in larger quantities from the pher- 
macy to the floors requires less time 
and personnel in this type syste:n. 
A pharmacist proves his worth 
the development of stock levels a 
types of drugs to be carried in i» 
medicine cabinets of the nursi 
units. His work in properly lab«! 
ing containers and identifying drv 2 
can prevent serious errors in mec:- 
cation that might otherwise ec 
made. The liability which a hospi‘a 
assumes in the responsibility for te 
acts of its employees, in the absence 
of a pharmacist, is a matter which 
cannot be dismissed lightly. 
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"Troy's laundry planning and machinery 


saved $50,000 on our hospital expansion." 


“It’s the new laundry room we didn’t have to 
build that saved us over $50,000,” reports R. E. 
Stone, assistant administrator of St. Francis Hos- 
pital, Wichita, Kansas. The new hospital wing 
increasing capacity from 535 to 735 beds seemed 
to demand an expensive new laundry room. But 
Troy planning engineers and Mr. Stone simply 
redesigned the old laundry for more efficient work 
flow ... and added new work-saving Troy 
machinery to handle the capacity. 


“Now,” Mr. Stone says, “the new laundry has 
35% more capacity — without increasing our 
7 pacity g 


Tow 


LAUNDRY MACHINERY 


Division of 
American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 


“World's oldest builders of power laundry “equipment” 
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staff!” The new Troy Fullmatic® “Slyde-Out” 
Washer permits automatic soaking of blood- 
stained linens . . . and thus releases one employee 
for other duties. Additional labor savings are 
resulting from other new automatic Troy ma- 
chinery — the Speedline Flatwork Ironer, the 
Olympic dump-type Extractor and the Fleximatic 
Air-Jet® Folder. 


This hospital made initial savings and operational 
savings by contacting Troy in the early laundry- 
planning stages. Find out about Troy’s free plan- 
ning service for your laundry. 


MAIL COUPON FOR DATA 


TROY LAUNDRY MACHINERY, Dept. HMA-457. 

Division of American Machine and Metals, Inc. 

East Moline, Illinois 

( ) Give me details on Troy’s free laundry planning service. 


( ) Send me a free catalog on Troy 
(state TYPE OF LAUNDRY MACHINERY) 
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Centralized System 


The centralized system of supp'y 
of drugs to individual patients can 
be established very effectively wiih 
a pharmacist’s services. Most ger- 
erally, a 48 hour supply is issued 
for dispensing to individual patien‘s. 
Drugs remaining upon the patieni’s 
discharge are returned to pharmacy 
for credit or taken home by the pa- 
tient. The main advantages in this 
system are the tight control of drug 
supplies and routine charging for 
drugs when they are issued from 
pharmacy rather than when dis- 
pensed by nursing service person- 
nel to the patient. An advantage 
gained by the use of either system 
heretofore mentioned is that of 
charge control or pricing of drugs 
by the pharmacist. Drug charge lists 
can be maintained, revised, and 
controlled routinely by the pharma- 
cist according to current pharma- 
ceutical costs. 

A pharmacist can contribute im- 
measurably toward making the hos- 
pital a better “workshop” for phy- 
sicians. An active pharmacy com- 
mittee of the medical staff can work 
effectively with the pharmacist in 
stocking newly developed drugs, 
standardizing of drug brands, or 
even the initiation of a standard 
hospital formulary. His services can 
also be utilized, formally and in- 
formally, in educational work with 
nursing personnel. 

The third area for consideration 
is that of the financial aspects of a 
pharmacist’s services in the hos- 
pital. To me, this consideration 
alone, being so near and dear to 
the heart of every administrator, 
justifies a hospital pharmacist. In- 
telligent purchasing is an art, espe- 
cially in the pharmaceutical field. 
New drug developments are occur- 
ring so rapidly that it is extremely 
difficult to keep pace. New drugs 
can be overstocked and rapidly lose 
popularity. Individual physician 
preference for brand names of the 
same drug are a problem in pur- 
chasing and costly to the hospital 
because of inability to effect savings 
in quantity purchasing. The con- 
tinual attention of the professional 
pharmacist in alleviating the prob- 
lems of old stock, overpurchasing 
or underpurchasing, and keeping 
pace with new drug developments 
mean dollars and cents to the hos- 
pital. 


Charge Control 


An area in which a pharmacist’s 
influence can have a profound ef- 
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fect is that of charge control over 
drugs and medications dispensed to 
patients. Nursing service personnel 
are concerned primarily in the care 
of the patient and, in hospitals that 
have no pharmacist, the nurses are 
secondarily conscious of their duty 
to charge for certain services, drugs, 
medications, and supplies used to 
render this care. This fact gives 
birth to probably the biggest single 
problem of the hospitals financial 
operation, that of charge control. 
This hospital recently initiated a 
system of cross control between the 
patient’s medication card and the 
druz charge slips which are posted 
to the patient’s account. A dupli- 
cated entry for every drug given 
and posted to the medication card 
is made on a detachable slip in- 
corporated as a part of the medica- 
tion card index file. These detacha- 
ble slips are forwarded to the phar- 
macy, at the end of each 24 hour 
period where they are compared 
with charge slips for individual pa- 
tients during this same period of 
time. During the first few weeks 
after the system went into effect, 
our missed charges varied from $15 
to $40 per day. When nursing per- 
sonnel realized the importance of 
these routine charges and the ef- 
fectiveness of the detection system, 
a concerted effort was made by 
them to correct the problem. It has 
now developed into somewhat of a 
competitive contest between head 
nurses and nursing supervisors to 
keep missed charges to a minimum. 
I cite this instance to illustrate an- 
other fertile field in which a phar- 
macist can operate to improve the 
financial operation of the depart- 
ment, therefore further justifying 
his position on the hospital team. 
If you are one who feels that the 
budget just won’t bear the price of 
a hospital pharmacist, take another 
look, it may well be that you can’t 
afford to be without one. s 





Nun Honored for 

Work in Pharmacy 

" SISTER MARY HELEN, a Nun who 
has spent 65 of her 83 years as a 
pharmacist, was recently honored 
by the California State Board of 
Pharmacy. A certificate of appreci- 
ation was presented to her for “dis- 
tinguished service as a registered 
pharmacist ‘in that state’ and for 
Meritorious service performed in 
the interest of public health and 
safety”. The award, signed by Har- 
old 8. Garfield, president, Floyd N. 
Heffron, secretary, and members of 
the board, was presented at the 50th 
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anniversary banquet of the Califor- 
nia Pharmaceutical Association. Al- 
though Sister Mary Helen had un- 
dergone an eye operation and was 
not able to attend, her niece, Mary 
Telles of San Francisco, accepted 
the scroll for her aunt. 

The story of her career as a 
pharmacist dates back to September 
1889 when 12 young Irish girls ar- 
rived on the island to enter the re- 
ligious life. She had graduated from 
high school in Limerick and took 
her first vows at an early age. After 
a year of working around the 


wards, she was assigned to work in 
the pharmacy. Although there were 
no formal courses in pharmacy, she 
studied chemistry and was able to 
identify drugs. She took the state 
board in California and was the 
first nun to be issued a state board 
license in that state. 

Following her first assignment at 
St. Mary’s Infirmary, Galveston, 
Texas, Sister Mary Helen was sent 
to St. Joseph’s Infirmary in Santa 
Fe, N.M. and later to Los Angeles 
when the Sisters of Charity opened 
a hospital there. a 





Looking for help in setting up 
standard disinfection procedures? 


~ 


Send for these six handy cards 
on how to use Amphyl® 
throughout the hospital 


Recommended procedures 
are based on actual hospital 
experience. Planned for 
personnel training and 
bulletin boards. 


How many of each 
card would you like? 


Check this list. 


general disinfection 
tuberculosis hygiene 
therfmometer disinfection 
operating room 
instrument disinfection 
food service 


need. 


Brochure on germicidal 
efficiency and samples, 
available on request. 


Amphy!] is available through your hospital supply dealer 





At all personnel levels, 

simple instructions on these easy-to-read cards 
encourage quicker understanding and acceptance 
of standard methods of disinfection. 

Use of Amphy] can effect savings in both labor 
and materials as it disinfects, deodorizes, and 
helps clean in one operation. The small amount 
necessary for effective bactericidal, fungicidal, and 
tuberculocidal action, and its unvarying stability 
even in dilution, can lower costs even further 
when Amphy] is standard for every disinfection 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION 


DIVISION 


445 PARK AVENUE, NEW YORK 22,N_.Y. 


© T. M. Reg. 


For more information, use postcard on page 133 121 
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The modern injection technique 





Serves the Serves the 
Administrative Medical and 
Staff Nursing Staff 


e Eliminates hidden costs 
t ' e Simplifies stock control and handling 


e Reduces nursing workload—promotes more efficient use of 
nurses’ time 


e No syringe breakage 


e Nosterilization, no needle-sharpening—new, sterile needle for 
every injection 


i e Cuts waste—no unused medication 
e Assures accurate dose 
e Assures asepsis a 


e Reduced risk to personnel of contact sensitization 


, 
Gis Raatdi sd @ 
, 


e No risk of infectious hepatitis ; 


Note: The saving of time, work, and money by closed-system injection in the hospital 
has been determined by exhaustive published studies. The most recent, by J. A. 
Hunter, et al., is available upon request. See your Wyeth Territory Manager or 
address Wyeth Laboratories, P.O. Box 8299, Philadelphia 1, Pa. 


Now available: New 2-cc. syringe adaptable for TUBEX sterile-needle units 
in both 1 and 2 cc.! 


TUBEX @&@ 


Philadelphia 1, Pa. 




















Y;LOSED-SYSTEM TN Pel kommer. 




















Purchasing 























by James W. Loy 


™ NATIONAL HOSPITAL AUTHORITIES 
tell us that hospital costs will prob- 
ably rise at the rate of 5 percent 
per year for the next five years. 
We already know costs have risen 
5 percent per year for the last five 
years. The question, then, is: “What 
can we do, not to reduce costs, but 
to stabilize them?” One aspect is, 
of course, “Through better purchas- 
ing.” This applies to the large as 
well as the small hospital. 

What can be done to improve our 
purchasing techniques? First, we 
should centralize purchasing as 
much as possible. Many administra- 
tors, especially in smaller institu- 
tions and often in larger hospitals, 
delegate purchasing to department 
heads. This is, without a doubt, one 
of the most costly of errors. To be- 
gin with, even if the best possible 
prices are obtained, orders may be 
given to several different firms for 
items which could all have: come 
from one supplier. It is apparent 
that this would increase delivery 
costs and also the processing of the 
payable account. Many times items 
that could be grouped for quantity 
discounts are ordered from different 
firms, or from the same firm within 
a space of a few days, thereby 
penalizing the purchaser, and the 
sad part of it is that you never 
know just what you might have 
saved. Therefore, I would strongly 
recommend that the administrator 
himself in the small hospital buy as 
many of his needed supplies as 
possible. In larger hospitals, and this 
would be one of 100 beds or larger, 





Mr. Loy is administrator of the Chickasha 
— and Clinic in Chickasha, Okla- 
oma. 
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Hospital Cost Control 


through 


Better Purchasing 


a qualified purchasing agent being 
paid a salary of $400 a month could 
save his salary several times over 
by using his special knowledge in 
this field. 


Records Needed 


Secondly, what records should be 
kept to enable the purchaser to 
do his or her job as efficiently as 
possible? They are: 

1. Requisitions from either the 
storeroom or department 
needing the items. 

2. Stock records indicating from 
whom the item was last pur- 
chased, price paid, and when 
the last supply was received. 

3. Purchase orders, one copy for 
the supplier and one copy for 
the purchaser. Other copies 
might be needed in certain 
situations. 

4. Goods Received Forms to be 
checked against purchase or- 
ders and to verify receipt. 

As an example, you receive a 
Requisition from surgery for one 
gross of chromic O suture with the 
proper identification numbers. Upon 
checking the stock records, you no- 
tice that you have only 1% gross 
left in stock, and you received a 6 
gross shipment 2 months ago. After 
filling the requisition, you would 
make a purchase order for the 
amount necessary to bring your 
supply back to 6 gross. This could 
either be mailed or given to the 
supplier, and within a few days an 
adequate supply would be on hand, 
thus eliminating the possibility of 
running out and, also, the possibility 
of being charged too much by hav- 
ing to buy on an emergency basis 
and not being able to obtain the 


best quantity price. When the su- 
ture is received, a merchandise-re- 
ceived slip is made out, describing 
the item or items received. This, 
checked against the purchase order, 
will verify whether or not the cor- 
rect item has been received. When 
forwarded to the business office, the 
merchandise-received slip and the 
purchase order can be _ checked 
against the invoice for a final veri- 
fication, and the invoice can then be 
filed for payment at the end of the 
month. 

What other measures can be tak- 
en to insure good purchasing prac- 
tices? There are several. 


Standardize 


Specifications in purchasing are 
important, but how much you can 
do on this subject is probably di- 
rectly related to your bed capacity. 
I do not believe hospitals under 
100 beds can afford to take the 
time necessary to write specifica- 
tions. However, all hospitals, re- 
gardless of size, should stress stand- 
ardization of their equipment. This 
means, for example, instead of pur- 
chasing 12 different sizes of hypo- 
dermic needles, a study, conducted 
with the aid of your medica! and 
nursing staff, will determine which 
needles are most commonly used 
and how. You will probably find 
that the 12 sizes can be reduced to 
6 or 8, thereby reducing your in- 
ventory. This is true, also, of surgi- 
cal dressings, syringes, catlieters, 
and many other items. 

Included in this standardization 
would be medicines, where « for- 
mulary, if used, would also allow a 
greatly reduced inventory; how- 
ever, here there should be an ex- 
ception to central purchasing. It is 
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satisfactory for the purchasing 
agent to disperse the purchase or- 
der, but the pharmacy, or the 
pharmacist himself, should make up 
the orders due to the changing and 
complexity of the items needed. In 
the smaller hospital, the adminis- 
trator, or whoever is appointed by 
the administrator to do central pur- 
chasing, will also have to acquaint 
himself as best possible with the 
drug items needed and order them 
accordingly. 


Check Stock Record 


In direct proportion to the im- 
portance of central purchasing is 
ceniral receiving and storage. As 
discussed previously, under the sec- 
tion pertaining to necessary forms, 
the central purchasing and storage 
department play a large part in 
proper control of the commodity 


chandise in stock, and to adjust the 
stock records. It shall be the re- 
sponsibility of the person filling the 
requisitions to adjust the stock con- 
trol record card and make out 
requisitions in case goods have 
reached the “re-order level,” later 
to be submitted to the administrator 
or central purchasing agent. 

In addition, the following sugges- 
tions may prove helpful: 

1. Rely on your supplier for in- 
formation concerning price in- 
creases, quality or product, service, 
and a willingness to stand behind 
his products 100 percent. 

2. Always give your supplier 
a courteous reception; see him with 
as little delay as possible; if you 
have an order, give it to him and 
allow him to go on his way. If you 
have nothing for the salesman, tell 
him so, and allow him to cover as 
much territory as possible. 


ever possible. Certain companies 
will allow larger discounts on quan- 
tity purchases over a period of time. 
This is true on solutions, surgical 
blades, ampules, and other items. 
Also, special term purchase agree- 
ments can be worked out with some 
suppliers whereby quantity prices 
can be obtained on small orders if 
you agree to purchase all of a spe- 
cific item from one supplier for a 
certain period of time. I think you 
will find most suppliers more than 
willing to work out special term 
purchase agreements such as the 
type just described. 

5. Don’t overlook the cash dis- 
count. This item, in a 50-bed hospi- 
tal, can amount to $1,500 per year. 
If your present supplier refuses 
to grant a cash discount, make in- 
quiries to other hospitals as to what 
they have been able to accomplish 
along this line. Outside the food 
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Shopping Around 





with Orpha Mohr 


Locomotion 


Power Driven Chairs 


There have been a number of dif- 
ferent attempts to motorize chairs 
in an effort to make completely 
handicapped people able to move 
around their home or business area. 
These have been broken down into 
two basic approaches. 

First is the modification of a stand- 
ard folding wheel chair (I do not 
know of any standard solid wheel 
chair which has been thus devel- 
oped and marketed.) In such a way 
that it can be driven by a control 
mechanism, hand operated which, 
in turn, actuates a motor or motors 
to drive the chair forward or back- 
wards. 

The second type of chair is the 
specially built unit with a solid seat 
and back, battery compartment and 


built-in charger, special seat and 
back, plus the capability of adding 
many extra features such as reclin- 
ing backs, movable arms, foot rests, 
etc. 

It-is difficult to compare the two 
types of chairs as each has its place 
in home or hospital use. The obvi- 
ous advantages of the folding type 
of wheel chair are: 

1. Lighter in weight. 

2. It can be folded for transpor- 
tation or storage. 

3. An existing standard wheel 
chair can be modified so that 
it will become a power driven 
wheel chair. 

4. Certain wheel chairs can be 
fitted for foot, arm, chin or 
neck control. 

5. Mass production of the basic 

Please turn to page 130 


Power Driven Chairs 














The Twin Power chair features an 
extremely small turning radius, 
narrow over all width, wide seat, 
non-marking rubber bumper and 
totally enclosed power mechanism. 








Everest & Jennings The Stevens Motor Twin Power Chair Co. 
American Wheel Wheel Chair Chair Co., Kansas Opportunity, Washing- 
Item Chair Company Lumex Company City 3, Kan. ton 
Specs Folding, Brakes, Fits most outdoor Folding, Brakes, Sag proof springs 2214” wide, 3734 
Any type foot and type tubular adult Any type foot and under foam rubber length 37” high Wet 
leg rest wheel chairs 8” leg rests covered with leather- 170 lbs Back resi on 
front casters ette, not std. whl large specially  de- 
chair 49” long, signed base not a 
2744” wide, 42” high standard wheel chair 
wgt 268 lbs w/batt. 
& charger 
Powered by 2 motors, 1 for each Power unit 23” long 2 motors, 1 for each 2 — \% H.P. Air- 2 motors 


wheel mount perma- 
nently in the chair 
frame 


14” wide 16” high 
on 3 rubber wheels 
fits under chair 


wheel mount perma- 
nently in the chair 
frame 


craft type motors 





1 — 12 V battery 
std automobile type 


Power Source 


2-Standard 6 Volt 
auto. batteries 


1 — 12 V battery 
std automobile type 


2-Sto 12 V_ auto- 
motive batteries 


1 — 6 Volt hvy luty 
battery. 





Use standard $25.00 
battery charger. 


Use standard $25.00 
battery charger. Just 
plug in. 


_charge. 


Built in standard 
recharging appara- 
tus for overnight re- 





10° 


7 


25% grade or 14° 





Recharge Use standard $25.00 
battery charger. Just 
plug in. 

Guaranteed — a” 

Grade Climb 

Control 4 Buttons fwd & 


back for each drive 
wheel on either arm. 
Also chin or foot or 
joy stick control 


Single joy stick on 
either chair arm 


Single joy stick on 
either arm 


Single joy stick on 


either chair arm 


Built in rectifier plate. 
Plug into 110V Ac for 
overnight recharg:ng 


25% grade or 14 


“Single joy stick c-ther 


R or L side 





Rheostats allow  in- 


Speed 
finite speed range 


2 speeds fwd 1 
speed reverse. 1 low 
speed 


2 speed range 


2 power & speed 
ranges up to 8 mph 


42 ft/min or 34 mph 
depends on style used. 
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TWO LIGHTWEIGHTS-—girl and ToRNADO. - eppeag 
ram job to job easily. 
PACK A HEAVYWEIGHT CLEANING PUNCH 
In a matter of a few effortless minutes—and to do quick, efficient scrubbing and polishing— 
with the Tornado Model 130 (13”) Floor yet light enough for complete ease of operation 
Machine—this girl, at Birnn’s Candy Shop in by anyone. Controls gently, has none of the usual 
New Brunswick, New Jersey, has floors spark- floor machine “‘whip” . . . the lightest woman 
ling clean easily. operator uses it like a “‘professional.”’ And all this 
And it’s no wonder! power, performance and efficiency is well within the 
Because, this Tornado Model 130 is the first economic reach of every business and institution. 
machine to combine necessary weight and power Try this lightweight marvel on your floors today! 


WRITE FOR CATALOG 763 NOW! 


OREWER FLECTRIC MEG. CO. 


5138 NORTH RAVENSWOOD AVENUE . CHICAGO 40, ILLINOIS . LOngbeach 1-6162 
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The tray manufactured by the 
American Hospital Supply Corpo- 
ration rest 14%” above chair arms. 
Top may be tilted toward front 
or back and moved closer to or 
further away from patient. 


Utility Tray or Lap Board for 
Wheel Chairs 


Wheel chair utility trays can gen- 
erally be broken down into two 
categories. First, those designed for 
use on a specific wheel chair by the 
wheel chair manufacturer. Second 
are the utility trays designed to be 














used on any wheel chair, whether 
it is folding or solid, wooden or 
steel. 

The relative merits of each type 
would be as follows. If a hospital 
has standardized on one particular 
type of wheel chair and buys only 
that type of wheel chair, they could 
purchase the more economical unit 
which that manufacturer makes for 
his chairs. All these units are solid 
and non-adjustable, merely serving 
the purpose of providing a platform 
for the placement of the patient’s 
tray or eating utensils, etc. If a hos- 
pital has a number of different 
types of wheel chairs, they would 
have to invest in a solid tray for 
each type of chair and in enough 
of each type in order to be sure that 
all patients using a particular brand 
of wheel chair could be equipped 
with utility trays when required. 
This could conceivably be more ex- 
pensive than an all-purpose unit. 

The advantages of the all-purpose 
units are that they are flexible 
enough to fit any wheel chair. They 
can be elevated and depressed at 
will, can be used for occupational 
therapy as well as feeding. 

Advantages of the former type, the 
trays designed specifically for one 
type of chair, are those made by 
American Wheel Chair Company, 
Everest and Jennings, Gendron, 
Mo-Dern Wheel Chair Corporation. 


Utility Tray or Lap Board 


Everest & Jennings 


Gendron Wheel 








Top: MoxHart table tilted for read- 


ing. Note permanent book rail 
which holds book firmly. 


Bottom: MoxHart table in position 
for eating. 


The comparison of these units is 
shown in Table II. 


MANUFACTURERS 
Utility Tray or Lap Board for Wheel Chairs 


American Wheel Chair Company, Inc. 
Ladoga 
Indiana 


Please turn to page 130 


Mo-Dern Wheel 

















Item American Wheel Chair Co. Manufacturing Co. | Company Chair Corp. 
______Pilywood Tray ___—Formica Tray _ Hollywood _Model PLES: 
Catalog No. | a ES “o __Utility Tray Accessory Tray _—sDetachable Tray 
Price 7 oe I RD $5.00 $5.00 
Top Size ZA” x 35" a eS” 21” wide 21” wide 
13” at Center 13” at Center 15” at ends 15” at sides 
13” at center 13” at center 
és - a. Ro ee a 
Top Material Plywood a. aa Sota ee 
Adjustment Sits on top of chair Sits on top of chair Sits on top of chair Sits on top of chair Sits on top of chair 
arms arms arms arms arms _ 


~All models of Amer-— 
ican Whi Chair Co. 


Chair to use with 





All models of Amer- 


ican Whi Chair Co. only. Special unit 





Hollywood chairs Models 601, 602, 
603 Park side chairs 























equipped with stand- equipped with stand- for each size only 
ee. a eee eee = : 
Table II 
American Hospital W. R. Hausmann 
. zi Item Supply Corporation __ Woodwork, Ine. 4h _ Moxhart, Inc. : a 
Catalog No. 5215 H1450 asic i "y 
Price $59.95 nae $18.75 ___ $50.00 — : 
Top Size 28” x 28” with 16” x 8” cut-out 22” x 24” cut-out 12” x 16” anil : 
Top Material 34” Birch Plywood varnished Formica Formica F 





Adjustment 14%” above 


above chair arms. Top may be 
tilted toward front or back and 


chair arms to 1114” 


independently 


moved closer to or further away 
from patient. 


3” above chair arms to 6” above 
chair arms, either back or front 


Swings out of way and tilts. At- 
taches to one arm of chair. 





Chair to Use with 


Use with any wheel chair. Held 


Any wheel chair 


on with easily turned spring 
loaded clamps. 
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Table III 
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ANGELICA HELPS YOU 
SAVE MONEY 
WITH THIS NEW WAY 


OF SELECTING PATIENT GOWNS 





Appearances are deceiving. Unless you know the important 
differences in Patient Gowns, it is possible to make serious 


buying errors. 


For instance, should your Patient Gowns be made of knit 


material or sheeting? Should they be Redmanized? San- 


@@ &stidi ad # 


ai 
SPE SEE 





forized or unsanforized? What type back closures are best 
e7 for you? ‘‘Plus”’ features may not always be obvious, but 
they are important to the durability and comfort qualities 


of the garment. 


Every day more and more hospitals consult their Angelica 
Representative. His varied experience with hundreds of hos- 
pitals enables him to help you select the Patient Gowns and 
other types of uniforms best suited to your specific needs. 


rag ! ey, wr) Lg 


— UNIFORM COMPANY 
s 1427 Olive, St. Lovis 3 © 107 W. 48th, New York 36 





177 N. Michigan, Chicago 1 © 110 W. 11th, Los Angeles 15 
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POWER DRIVEN CHAIRS 

Continued from page 126 
chair will make the entire unit 
more economical. 

The advantages of the specially 
built chair with the motor and 
charger and batteries built in are 
as follows: 

1. Greater speed range 

2. More upholstery can be built 
into the individual owner’s 
specifications (This can in- 
clude springs, foam rubber 
padding, special upholstery 
materials. ) 

It would seem to me that the big 





in use with 
therapy tank 


on 


interchangeable 
Head Rest accessory 


























“Every patient lifting problem 
can be eliminated quickly and 


easily... with PORTO-LIFT 


Whether you're faced with a difficult prone 
position lift. or a simple transfer from bed 
to wheelchair or bath . . . PORTO-LIFT 
will do it for you with maximum ease and 
efficiency. 


For patients, PORTO-LIFT’s sturdy con- 
struction and smooth, gentle action mean 
new comfort, safety, and peace of mind. 


For attendants, PORTO-LIFT’s versatility 
and easy-to-operate controls eliminate man- 
power tie-ups and unnecessary physical 
strain. 


Specify PORTO-LIFT . . . for greater staff 
efficiency, new patient comfort. and an end 
to old fashioned lifting and moving by 
hand. 


problem with any motorized wheel 
chair is effective use and mainte- 
nance. If the individual has the ca- 
pability to do minor repairs or 
minor maintenance, there should 
be no problem on the effective op- 
eration of a chair for many years. 

The costs of the chairs appear to be 
generally in the neighborhood of 
$500.00, depending on the attach- 
ments and the basic components 
ordered. In this instance we feel 
that the manufacturer’s and distrib- 
utor’s reputations should be relied 
on quite heavily. Construction and 
assembly of the basic components 


PATIENT LIFTING * THERAPY * REHABILITATION 


See your medical supply dealer 
or Write Dept, F 


75 
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should be reviewed by maintenance 
people on unknown units to deter- 
mine that good wheels or casters 
have been used because of the ex- 
tra wear and tear on such a unit by 
a power drive. See Table I. 


MANUFACTURERS 
Power-Driven Wheel Chairs 


American Wheel Chair Company, Inc. 
Ladoga 
Indiana 


Everest & Jennings, Inc. 
1803 Pontius Avenue 
Los Angeles 25, California 


Lumex, Inc. 
11 Cleveland Street 
Valley Stream, New York 


The Shaw Manufacturing Company 
522 East |4th Street 
Kansas City 6, Missouri 


The Stevens Motor Chair Company 
Kansas City 3 
Kansas 


Twin Power Chair Company 
Opportunity 
Washington 


UTILITY TRAY 
Continued from page 128 


Everest & Jennings, Inc. 
1803 Pontius Avenue 
Los Angeles 25, California 


Gendron Wheel Company 
226 West Third Street 
Perrysburg, Ohio 


Mo-Dern Wheel Chair Corp. 
6921 West 59th Street 
Chicago 38, Illinois 


Adjustable wheel chair utility 
trays serve not only to facilitate the 
patient’s ability to feed himself, but 
also provide a suitable platform for 
conduct of occupational therapy ac- 
tivities. The size of the unit, its ca- 
pability to be adjusted over a wide 
range of positions, its stability and 
adaptability to all chairs are key- 
notes of the evaluation of the true 
worth of an adjustable wheel chair 
table. 

Rapid adjustment by a sliding 
mechanism rather than a turn- 
buckle mechanism will save nurs- 
ing time in making the proper ad- 
justments for the patient. Abzlity 
of a wheel chair utility tray to fit 
a patient wearing a chest she!! as 
readily as one not equipped with 
a chest shell is, we believe, an ad- 
vantage. Furthermore, a birch ply- 
wood or other plywood top can be 
an advantage in that if modifica- 
tions to fit an individual patient are 
necessary, they can be rapidly made 
with a saw. A single point of sus- 
pension, such as the Moxhart unit 


Please turn to page 146 
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Product News and Literature 





Sickle Bar Mower 


® FASTER AND EASIER cutting high grass, weeds and brush is possible with the sickle bar mower. 
A lightweight aluminum engine reduces the overall weight of the machine by 12 lbs. and delivers 
2.75 horsepower. Other features include screw-adjustable knife clips that maintain accurate set- 
tings for longer cutting, two clutches for safe starting and instant control, two forward speeds for 
ease of handling, handlebars that adjust to any height and rubber wheels that grip all types of 
ground surfaces. 


Air Conditioner 


® THE CONDITIONER features a more efficient draw-through air flow design. With air drawn through 
the coil, rather than blown through, cooling capacity is increased because air passes equally over 
every square foot of coil area. Overload cut-outs are part of the compressor motor and fan motor 
circuitry. The compressor is provided with a thermal cut-out which cuts off the motor should the 
temperature exceed a predetermined limit. 


Beverage Cooler 


™ SIMPLIFIED servicing and versatile placement are two features of the beverage cooler. A pull- 
out compressor unit, using coiled copper tubing, may be released by loosening two screws to per- 
mit easy servicing from the front without moving the cabinet. Removal of the rail reduces the cabi- 
net height from 36” to 34”. With slide lids that disappear completely, the cooler has a stainless steel 
top that includes a 12144” work or storage space extending the width of the cabinet. 


Conductive Rubber 


® COMPOUNDED WITH carbon black, this conductive rubber can be molded, calendered or ex- 
truded without appreciably changing its electrical properties. This is in contrast to the organic 
rubbers, which have to be carefully handled to preserve their conductivity. Because of its con- 
ductivity and its resistance to temperatures as high as 400 degrees Fahrenheit, it can be used 
to make anti-fogging heater pads on aircraft cameras. 


Duplex Microfilm Camera 


@ THIS COMPACT, duplex microfilm camera photographs both sides of a document simultaneously 
at any of three reduction ratios. The unit has a 12-inch throat, and doubles 16mm. film capacity 
by filming up one side and down the other using the 8mm. principle. Full operating controls, 
warning buzzer and indicator lights assure simple, error-free microfilming with no special op- 
erator training needed. Light intensity is adjustable for proper recording of various types and 
colors of documents. 
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406 — Infrared Food Warmers 


® THIS UNIT is designed and engineered to utilize the unparalleled economy and efficiency of infra- 
red, a tube-type generator. No other method of electric food warming delivers such even heat to 
the desired area scope. The unit, infrared powered, maintains oven-flavor and moisture-content 
of all foods prepared for table-side service. 


407 — Paper Wiper 


® THE EMBOSSED SURFACE of these wipers welds the sheets together for extra durability, thorough 
cleaning action and maximum dirt retention, They have proved to be far more sanitary for hand 
and face wiping. The paper towels are completely odorless, and will not lint or turn to mush under 
the most exacting tests. Importance of their strength and absorbency, in so far as management is 
concerned, will usually evidence itself in lower towel consumption and lower overall costs. The 
use of even one less towel per day by each employee will add up to substantial savings over a 
year’s time. 


408 — Fume Remover 


™ THIS CATALYTIC element makes fumeless cooking possible because fumes flow up through an open- 
ing in the aluminum cover and on contact with the catalyst are burned without flame into a harm- 
less, odorless effluent. It does not mask smells and smoke, but literally destroys these contaminants 
at their source. The catalytic lid being twelve inches in diameter permits its use with any round 
pot or pan of that size or smaller. 


409 — Liquid Hand Cleaner 


® THE MOsT difficult stains such as gentian violet, iodine, hektograph, marking and printing inks, 
dyes, mastics, grit, grime, carbon are but a few foreign matters that are quickly and efficiently 
removed from the skin. This multiple action hand cleaner incorporates special skin conditioning lu- 
bricating oils and lanolin as well as hexachlorophene a healant and antiseptic, yet possesses the 
mildness of fine facial soap. 


410 — Hi-Speed Disposer 


® THE HI-SPEED disposer is the solution to the age-old problem of disposing of food waste before it 
becomes garbage. It is available as either a 3 HP or 5 HP unit, especially designed and built for 
commercial use in hospitals. Food wastes are fed directly and continuously into the model and are 
flushed away in a matter of seconds. Savings in time and improvement of sanitation are claimed 
through this method of food disposal. 


411 — Plastic Dinnerware 


® THIS DINNERWARE, made of melmac (one of the hardest, most durable of all plastics) is break- 
resistant, chip-resistant and non-fading. The decorations are applied, heat-fixed, and sealed deep 
beneath the plates’ surface, to assure everlasting wear. The dishes themselves have been fashioned 
to be as translucent as the finest china. 
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Sitz Bath 


® THE SITZ BATH is movable, has four casters, with brakes attached. 
Has continuous flow of temperature controlled water over in- 
volved parts with thermometer attached. It can be placed over 
commode allowing drainage and overflow of water, hose attached, 
so that constant supply of water is always present. Suspended seat 
supported by flexible washable rubber straps allow necessary 
opening and cleaning. 


Plastic Tubing Connectors 


™ MOLDED FROM a special-formula plastic, these connectors are 
fully autoclavable for reuse, yet priced so low that they may eco- 
nomically be discarded after a single use. The plastic cannot chip 
or crack, eliminating the danger of cuts and cross infection. Fur- 
thermore, the plastic is translucent, so that the flow may be ob- 
served. The connectors are unaffected by alkalies, dilute acids and 
oily aqueous or alcoholic solutions, are non-toxic and do not effect 
the pH of sera. 


Disposable Enema Tube 


™ AN IMPORTANT feature of the disposable enema tube is the 
“turn-valve cap” which seals off the contents of the tube until the 
patient is made ready, and allows critical adjustment from closed 
to desired rate of flow. The valve even permits the clearing of air 
from the rectal tube prior to insertion. Studies conducted at hos- 
pitals show the disposable type enema is less costly for the hospital 
to use routinely. 


Ice and Snow Melting Compound 


™ THIS COMPOUND has a great thawing capacity and is particularly 
active at low temperatures. When sprinkled lightly over frozen 
surfaces, it quickly dissolves ice and snow without leaving a resi- 
due or harming vegetation, rubber, asphalt or concrete. A phos- 
phate-type rust inhibitor protects metal from deterioration. It also 
eliminates rapid chemical decomposition upon exposure to atmos- 
pheric moisture and does not cake or solidify within the container. 


Spray-On Bandage 


™ A LIQUID, spray-on bandage which dries quickly into a trans- 
parent, flexible, protective film. It contains the antibiotic ‘Ty- 
rothricin’ is packaged in push-button aerosol containers. Main- 
tains sterility of operating field. Protects joints, neck and other 
hard-to-bandage areas, Helps heal minor burns, cuts, abrasions, 
lacerations, blisters. Helps cure athlete’s foot, and fungus infec- 
tions. 


Nursing Pads 


™ NEW CONTOUR SHAPED, disposable nursing pad is anatomically 
shaped to fit the breast with full coverage of the nipple, areola and 
a generous adjacent area. Unobtrusive in appearance, the pads 
provide complete protection to clothing. The pads are made of 
highly absorbent cotton with repellent cellulose backing—com- 
pletely covered with a soft non-woven fabric. 


Ankle-Action Tripoci Cane 


™ ANKLE-ACTION TRIPOD CANE provides three point contact with 
ground, will not slip even on irregular surfaces. Flexible rubber 
washer at cane’s base supplies “ankle action”; it permits feet to 
grip surface firmly even while shaft is at varying angles, Patient 
can apply full weight with complete confidence; he can safely ex- 
tend cane as far as 30 inches from his feet. 


135 














136 


419 — 


420 — 


421 — 


422 — 


423 — 


424 — 


425 — 





Mobile Commode Chairs 


& TWO NEW MODELS of commode chairs have been announced. One 
model can be used over a standard toilet bowl, and has ball bear- 
ing swivel casters, removable arms with veneer back, hinged seat, 
and possesses hand grips as standard equipment. The other model 
is identical except that it is equipped with a standard bed pan. 


Luminaire Lighting 


® IT OFFERS new outstanding appearance, all steel construction 
and fine lighting performance. It is smartly designed in appealing 
modern lines, the rolled reeded sides aid materially in luminaire 
rigidity and provide more comfortable luminaire brightnesses at 
normal angles. Separable ends and joiners make it adaptable for 
individual or continuous type mounting. 


Autoclave 


® THIS AUTOCLAVE is furnished with two individual instrument 
trays and an insulated tray removal handle. A variable thermostat 
control is located on the top of the unit for ease of visibility. There 
are two pilot lights to indicate that the current is on and the 
thermostat is in operation. The door swings open fully for easy 
removal of the instrument trays. 


Laminated Glassine Pouches 

o 
™ GLASSINE PROTECTS cocoa from moisture penetration and guards 
against the loss of flavor and aroma. The cocoa is packaged in 
heat-sealed laminated pouches with enough for one serving. Meas- 
ured portions are a boon to hospitals, because they assure uniform 
strength, speed service, and prevent waste. 


Dry Pickup Vac 


® A NEW INEXPENSIVE, lightweight vacuum cleaner for dry pickup 
has been introduced. It is highly portable and is powered by a 
universal type % hp motor, which delivers ample power for all 
vacuum cleaning jobs. Suction is created by a two-stage turbine 
which develops a 66-inch water lift at the end of a 1 and ¥% inch 
hose, 8 feet long, with closed orifice. A strain reliever cushions the 
cord against sudden pulls and strains. 


Portable Intravenous Stand 


® THE STAND is made especially for use as a portable support of 
intravenous solutions while a patient is being moved, although 
it serves equally well in the operating room or at the bedside of the 
patient. Its broad base extends under the mattress or pad, and is 


‘held in place by the weight of the patient. 


““Chamois-Like’’ Mop 


™@ MADE OF CHAMOIS-LIKE material which helps loosen sticky and 
greasy spots, this mop’s wider strands and instant absorptive qual- 
ities are said to result in cleaner, drier surfaces in less time. The 
mop is virtually unaffected by bleach and strong cleaners, absorbs 
600 percent of its own weight in water, will not sour and will not 
readily shed strands. 
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“EVERYTHING FOR THE ARTIST” 


Write for free copy on your hos- 
pital or professional letterhead. 
Mail to 

Dept. HM-4 







AKTEST SufrraY Co 


6408 WOODWARD AVE 
DETROIT 2, MICH 








F. A. BAIRD ASSOCIATES 


LIMITED 


MANAGEMENT CONSULTANTS 


299 Davenport Road 
612 North Michigan Avenue 
10 West 33rd Street 


Toronto 5, Ontario 
Chicago 11, Illinois 
New York 1,N.Y. 














Aviation Suit Adapted for 
Hospital Use 

® THE G-SUIT or antigravity suit 
which is standard wearing apparel 
for pilots of high-speed planes has 
been modified for use during cer- 
tain types of surgery. 

G-suits are worn by flyers to 
prevent blackouts that occur when 
they pull their planes out of fast 
dives. The standard aviation gar- 
ment consists of inflatable leggings 
and an abdominal binder, which, 
by constricting the lower part of 
the body, prevent pooling of blood. 

Drs. W. James Gardner and Don- 
ald F, Dohn used the aviation gar- 
ment to prevent dangerous drops 


in blood pressure during certain 
head and neck operations carried 
out with the patient in a sitting 
position. 

Because they found the standard 
garment too unwieldy and difficult 
to put on the patient, they devised 
a simpler garment. It is two sheets 
of plastic sealed at the edges to 
form a large inflatable bladder. This 
is placed beneath the patient, the 
edges are folded over so as to en- 
close him from the waist to the 
ankles and is drawn snug by lacing. 
It may be inflated from a tank of 
gas if there is a sudden drop in 
blood pressure. 

The new G-suit has an advantage 
over the aviation suit in that it also 
compresses the pelvic area and but- 
tocks. In addition to using the suit 
during head and neck operations, 
the doctors have used it to combat 
shock resulting from hemorrhage. 

A pneumatic suit, made of a 
double layer of rubber and inflated 
with a bicycle pump, was described 
by G. W. Crile in 1903. Its use was 
plagued by failures because the 
suit had a tendency to spring leaks. 

Drs. Gardner and Dohn are from 
the Cleveland Clinic Foundation 
and the Frank E. Bunts Educa- 
tional Institute. a 

















SOFT when dry 
STRONG when wet 
COST no more than 
ordinary tissues! 


sheet size 
5”x 9” 





YOU ORDER FROM 


AMERICAN HOSPITAL SUPPLY CORP. 


Evanston, Illinois 


manufactured by the 
SANITARY PAPER MILLS, Inc. 
East Hartford 8, Conn. 














or institution. 


EQUIPMENT (i{if) FURNISHING 


SUPPLIES 


Juice glasses are only a few of the 50,000 items sold by 
DON to equip, supply or furnish your hospital with every- 
thing needed for appetizing food service. And on every 


item — Satisfaction is Guaranteed. 
Write Dept. 21 


when in need of anything in your Dietary or Food Prep- 
aration Department. In Chicago, phone CAlumet 5-1300. 


Epbwarp DON a COMPANY 


GENERAL HEADQUARTERS—2201 S. LaSalle St 
PHILADELPHIA CAMDEN 


Branches in MIAMI MINNEAPOLIS-ST. PAUL 





APRIL, 1957 


af glasses, small glasses, thin glasses, wide glasses - 
ribbed, plain, decorated, tapered, straight, bulged, touraine 
shaped, fluted, footed base, safety edge, frosted, concave — 


an almost endless array of attractive juice glasses are avail- 
able at DON to enhance the food service at your hospital 


or ask for a DON salesman to call 





Chicago 16 





PREPARE 
. - BETTER 








pH ENTIRE KITCH ey 


Qa 
OW Your BACKBS 


* Big Savings are yours 
the first day in snack ber 
and diet kitchen when 
you prepare food with 
Anets Fryers, Grills, Hot 
Plates and Broilers. Serve 
it hot and tasty. Wheel 
it to the patient’s bed- 
side with this all stain- 
less food cart. Write for 
Bulletin #195 & 172. 


ANETSBERGER 
BROTHERS, Inc. 


169 NORTH ANETS DR. 
NORTHBROOK, ILL. 





For more information, use postcard on page 133 139 














NILES 


Continued from page 45 


tion which is felt over the vertebrae 
down to the coccyx. There is a cer- 
tain degree of hyperesthesia in the 
right thumb, ring, and little finger”. 

Jimmy spends most of his time 
in a Stryker frame, and whenever 
his general physical condition per- 
mits, spends 4-6 hours in a wheel- 
chair, enjoying an evening outside 
of the hospital, to attend sports, 
stage plays and other entertainment 
events and recreational activities 
with his many friends. His personal 
scrapbook, with autographed pic- 
tures and personal notes from such 
celebrities as Mary Martin, Bing 
Crosby, Pat O’Brien, and many 
others, would be the envy of any 
active individual. 


Enter O.T. 


It has been through occupational 
therapy that this naturally creative 
individual discovered an outlet for 
self expression. At first Jimmy was 
unable to do anything because of 
constant and intense pain. However, 
he was referred to the physical 
medicine and rehabilitation service 
at this hospital and bedside occupa- 
tional therapy was prescribed im- 
mediately. Jimmy had always been 
interested in painting and it was 
through this medium that he at- 
tempted his first project. He grasped 
pencils and brushes between his 
teeth and explored a variety of 
techniques with colored pencils, 
charcoal, watercolors, and oils. Aft- 
er several months, Jimmy came to 
the occupational therapy clinic on 
his Stryker frame. Lying on his 
back, with the brush clenched be- 
tween his teeth, his canvas and 
palette mounted on an over-the-bed 
table, he does his painting! Al- 
though Jimmy sometimes has a 
small photograph from which to 
work, he is not a “copyist”. He has 
created his own style and has ex- 
perimented with a wide variety of 
subjects. His landscapes and birds 
are amazingly life-like and his 
ability to create the “feel” of water 
in various sea pictures is somewhat 
reminiscent of Winslow Homer, the 
renowned American artist. 

The painting of the destroyer, 
which is shown in the photograph, 
was presented to the manager, 
Harry R. Pool, and is displayed in 
his office. Mr. Pool proudly points 
out this picture to all visitors, and 
calls it his “personal reservoir of 
courage”. One of Jimmy’s most 


140 


gratifying experiences occurred 
when Mr. Earl Eisenhower, brother 
of the President, saw the picture 
and was so impressed with the 
painting, and the creative ability 
and fortitude of the painter, that he 
asked him to paint a picture for the 
President. Aware of the President’s 
interest in sports, Jimmy elected to 
paint a picture of mallard ducks 
which he proudly sent to President 
Eisenhower. The letter from the 
President acknowledging the gift is 
Jimmy’s most valued possession. 


Gains Recognition 


Through his painting, Jimmy 
Wallace has made many friends, 
has won recognition as an artist, 
and has extended his horizons far 
beyond the hospital. Jimmy himself, 
recognizes this and becomes restless 
and unhappy when he is temporar- 
ily “sacked up” and unable to come 
to the occupational therapy clinic: 
Jimmy stated that he is grateful to 
Dr. Louis B. Newman, former chief, 
physical medicine and rehabilitation 
service when he was brought to 
Hines Hospital, and to the occupa- 
tional therapists who first encour- 
aged him with his painting. a 





McGill 


Continued from page 49 


viewpoint and attitude which places 
the alcoholic in the category of a 
sick individual, most of the prob- 
lems formerly encountered in the 
treatment of the alcoholic in a gen- 
eral hospital have been greatly re- 
duced. In any event, the individual 
patient should be evaluated rather 
than have general objection on the 
grounds of a diagnosis of alcoholism. 

It is recognized that no general 
policy can be made for all hospitals. 
Administrators are urged to give 
careful consideration to the possi- 
bility of accepting such patients in 
the light of the newer available 
measures and the need for providing 
facilities for treating these patients. 
In order to render a service to the 
community, provision should be 
made for such patients who coop- 
erate and who wish such care. 

In order to accomplish any degree 
of success with the problem of alco- 
holism, it is necessary that educa- 
tional programs be enlarged, meth- 
ods of case finding and follow-up 
be ascertained, research be encour- 
aged, and general education toward 
acceptance of these sick people for 





treatment be emphasized. The hos- 
pital and its administration occupy 
a unique position in the communiiy 
which allows them great opportuni- 
ties to contribute to the accomplis':- 
ment of this purpose. It is urged 
that general hospitals and their a:d- 
ministrators and staffs give thought 
to meeting this responsibility. 
Reprinted from the Journal of ive 
American Medical Association, O:t. 
20, 1956. a 





HAYT 


Continued from page 80 


“In mentioning insurance we call 
attention to the fact that the present 
discussion does not concern the im- 
position of liability where none 
theretofore existed. It concerns, 
rather, the public policy which has 
heretofore held institutions such as 
the defendant immune as to bene- 
ficiaries, under a liability which is 
pre-existent under the ordinary 
rule of respondeat superior. We em- 
phatically state that we are not im- 
posing a liability heretofore nonex- 
istent merely because it may be 
indemnified by insurance. 

“The present case has to do only 
with the pleadings and does not ex- 
tend beyond the question of the li- 
ability of a hospital for the negli- 
gence of those employees who can 
and do make the hospital answer- 
able for their actions under the 
doctrine of respondeat superior. 

“We, thus, conclude that a cor- 
poration not for profit, which has as 
its purpose the maintenance and 
operation of a hospital, is, under the 
doctrine of respondeat superior 
(and the various rules and excep- 
tions applicable thereto), liable for 
the torts of its servants, and leave 
for future determination the appli- 
cation of the doctrine to the facts of 
the instant case as may be pro ved 
on trial. For instance, we are sot 
deciding that persons working im a 
hospital, such as doctors and nurses, 
under circumstances where the hvs- 
pital has no authority or right of 
control over them, can bind the 
hospital by their negligent actions. 

“The judgment of the Court of 
Appeals is, therefore, reversed ond 
the cause remanded to the trial 
court for further proceedings ot 
inconsistent herewith.” 

(Avellone v St John’s Hospital, 5 
CCH Neg. Cases 2d 1192-Ohio) ® 
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PAT:ENTS’ STATEMENTS, general ledger, payroll—all are posted rapidly on this National “31.” 





MODERN Fayette County Hospital uses an efficient National System. 


“Our ational System 


repays its cost every 18 








THIS NATIONAL REMITTANCE CONTROL MA- 
CHINE gives quick, accurate totals. 





W. A. DEEMS, Executive Director of Fay- 
ette County Hospital. 


months... 


a 67% annual return on our equipment investment!” 


“Ever since we installed our National 
System, our entire accounting opera- 
tion has run smoothly and up-to- 
date,” writes W. A. Deems, Execu- 
tive Director of the Fayette County 
Hospital. “Our Nationals save us 
many hours each week and have re- 
duced operating costs significantly. 
“We use a National ‘Class 31’ for 
all our posting and proving work. 
This includes payroll, patients’ ac- 
counts, general ledger, and other gen- 
eral bookkeeping functions. Both our 
‘31’ and our National Remittance 


Control Machine have eliminated all 
mistakes in addition and provide us 
with valuable information and control. 

“In terms of time-savings and con- 
trol, our National System repays its 
cost every 18 months—a 67% return 
on our equipment investment. We 
have complete confidence in our Na- 
tionals and recommend them highly!” 


Mi idbew? 


Executive Director 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


989 OFFICES IN 94 COUNTRIES 


APRIL, 1957 


—The Fayette County Hospital 
Vandalia, Ill. 


A complete, modern National System 
can save time and money in your 
hospital, too. Nationals pay for them- 
selves quickly, then continue savings 
as extra yearly profit. For full informa- 
tion, call your nearby National repre- 
sentative today. His number is in the 
iia pages dud your phone book.. 


* TRADE MARK REG. U. 8. PAT. OFF. 








For more information, use postcard on page 133 14] 

















LETOURNEAU 
Continued from page 57 


Face Masks 


About two years after the publi- 
cation of his original paper on post- 
operative infections, Howe“ pub- 
lished the results of his study and 
the methods of combatting the post- 
operative wound infections that he 
had reported earlier in the Massa- 
chusetts Memorial Hospital. 

The most effective measures were 
found to be those which improved 
the technique of the doctors and 
nurses in handling infectious pa- 
tients. 

Dr. Howe said that “since the 
nasal pharynx is the natural reser- 
voir for the staphylococcus and 
since the carrier rate for this or- 
ganism was high, it was urged that 
two face masks (one over the 
other) be worn during operations 
and that they be changed by the 
circulating nurse every hour and a 
half during long procedures.” 

This is in line with the findings of 
Hirschfelt and Laube“ who found 
that the longer a mask is worn, the 
heavier is the rate of contamination. 
However, they recommended that 
masks should be changed as fre- 
quently as possible with a 30-min- 
ute maximal-use time. After thirty 
minutes of use, the mask should be 
discarded, laundered and sterilized 
for re-use. 

Howe“ further advocated a full 
ten-minute surgical scrub with a 
G-11 (Hexylresorcinol) soap and 
emphasized the principles of metic- 
ulous preparation for operation. 

Further preventive measures on 
the wards were also established. 

Dr. Howe recommended that face 
masks should be used for doctors, 
nurses and patients while septic 
dressings are being changed. The 
face mask, by its filtering action, 
can also prevent hospital personnel 
from becoming carriers, or worse, 
succumbing to the infection. 


Septic Dressing Sets 


Special septic sets containing the 
necessary instruments for changing 
dressings were also inaugurated in 
the Massachusetts Memorial Hos- 
pital. Each set was accompanied by 
a mask, sterile gloves and a large 
wax paper bag for immediate dis- 
posal of soiled dressings. Bags were 
deposited in a closed container, the 
contents of which were incinerated 
daily. 

These sets should be prepared in 
the Central Supply Room and un- 
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wrapped at the bedside. At the close 
of the dressing, all of the instru- 
ments in the “septic set” should be 
sent for autoclaving before cleaning 
and definitive sterilization. 

After the adoption of these meas- 
ures, Howe reported that the hos- 
pital carrier rate of staphylococcus 
aureus and the incidence of peni- 
cillin-resistant strains in carriers 
have been significantly lowered. The 
rate of post-operative wound infec- 
tion has been reduced by almost 
half since the institution of a rela- 
tively simple program for the pre- 
vention of contamination and judi- 
cious use of antibiotics. 


Planning Of Operating Room 


The committee should examine 
the layout and functioning of the 
operating suite. Some hospitals dis- 
tinguish between “clean” and “dir- 
ty” cases. The observation of the 
Nuffield Foundation investigation 
are significant. Says the report in 
part: “In experimental theatre 
suites a physical distinction has 
sometimes been made _ between 
“clean” and “dirty” procedures. It 
is by no means certain that a suite 
which imposes a pattern of work 
on those who use it, no matter how 
theoretically excellent, is in prac- 
tice as useful as, or much more like- 
ly to maintain aseptic conditions 
than, one which may be used in a 
variety of ways.”*8 

Although the editorial!* of the 
Journal of the American Medical 
Association suggests that the oiling 
of blankets and floors should be re- 
vived, the work of Rountree*® has 
shown that this measure neither 
eliminates nor significantly reduces 
cross-infection in hospitals. Oiling 
per se does not normally produce 
a bactericidal effect. 


Laundry 


The committee should also turn 
its attention to the laundry prac- 
tices in the hospital. The laundry 
should also be treated with a de- 
tergent-germicidal solution to de- 
stroy organisms which tend to re- 
contaminate clean linen through air 
and dust-borne bacteria. 

Clothing worn in the operating 
room should be freshly laundered 
each time that it is used and every 
effort should be made to render it 
as sterile as possible. 

Soiled laundry should never, be 
sorted in the laundry proper. If it 
must be sorted, this should be done 
in a separate room so that contam- 
inated dust does not permeate the 





laundry and deposit dust particles 
on clean laundry items. Like the 
operating room, the laundry should 
be ventilated by a positive-pressure 
ventilation. 

Walter?! recommends that laun- 
dries should be treated with a 
watery emulsion of white oil to 
suppress lint formation. A  disin- 
fectant agent added to the final 
rinse water of the laundry should 
emake the textiles bactericidal so 
that subsequent contamination with 
bacteria would tend to destroy the 
infectious agent rather than dis- 
tribute it. 

The foregoing was designed only 
to point the way back to asepsis 
and antisepsis. It does not exhaust 
the possibilities. 

There are many other areas in 
the hospital that should be explored 
by the committee on infection con- 
trol. In the conduct of its investi- 
gations, no stone should be left un- 
turned and no lead should be left 
unexplored. This committee has the 
responsibility to see to it that the 
maxim “primum non nocere” is a 
fact in the hospital and not just a 


theory. & 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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Doctor Bluestone Honored 


Dr. E. M. Bluestone, prominent hospital administrator and consultant, is 

presented with life size portrait on occasion of dinner in his honor on 65th 

birthday. Presentation was made by Dr. Abraham Jezer (right), president 

of the Alumni Association of Montefiore Hospital of New York. Portrait in 
oil was done by artist Agnes Mills. 


= MORE THAN 300 leaders in the 
hospitals and public health field 
from throughout the nation honored 
Dr. E. M. Bluestone on the occasion 
of his 65th birthday and completion 
of 35 years of service in the hos- 
pital field at a testimonial dinner 
held recently at the Savoy-Plaza 
Hotel in New York. 

Dr. Bela V. Schick, world-renown 
pediatrician, headed the _ distin- 
guished roster of those from the 
medical profession at the dinner 
while Dr. Basil C. MacLean, New 
York City Commissioner of Hospi- 
tals and president-elect of the na- 
tional Blue Cross, headed the list 
of hospital and public health offi- 
cials. Dr. Jack Masur, Assistant 
Surgeon General of the United 
States, was the dinner chairman 
and main speaker. 

A life-size portrait of Dr. Blue- 
stone, done in oil by artist Agnes 
Mills, was unveiled at the dinner. 

A founder and former president 
of the American Association of 


144 


Hospital Consultants, Dr, Blue- 
stone, as administrator, author, lec- 
turer and planner, has aided many 
hospital and public health organi- 
zations in the United States, Europe 
and South America. For the past 
28 years he has been associated ad- 
ministratively with Montefiore Hos- 
pital of New York, for 22 years as 
its active Director and in the past 
six years as Consultant. During this 
period he has travelled throughout 
the world in behalf of public health 
organizations. He has been to Vi- 
enna, Paris, London, Lucerne and 
Brussels for the International Hos- 
pital Congress. He has served as 


consultant for the Hadassah medi- | 


cal institutions in Israel, the Sis- 
manoglion Institute For Tubercu- 
losis in Athens, Greece, the public 
health services of the Puerto Rican 
government and the United States 
Public Health Service. He presently 
is the Representative of the Inter- 
national Hospital Federation at the 


United Nations and is a member of 
e 


the Expert Advisory Panel on O»- 
ganization of Medical Care of the 
World Health Organization. 

He was Director of the Hadassah 
Medical Organization for all of Pa'- 
estine, with headquarters in Jeru- 
salem from 1926 to 1928, and chai: - 
man of the Medical Reference 
Board of Hadassah & Hebrew Uni- 
versity from 1938 to 1950. 

He is an assistant professor of 
Hospital Administration at Column - 
bia University and has lectured at 
more than a score of U. S. medical 
schools and universities including 
Yale, Johns Hopkins, St. John’s, the 
University of California and the 
University of Puerto Rico. As a 
consultant he has participated in 
the planning of modern-day hos- 
pital, for Roosevelt Hospital in New 
York, the Jersey City Medical Cen- 
ter, the Paterson (N.J.) General 
Hospital, the Greenwich, Conn., De- 
partment of Health and many other 
organizations throughout the east- 
ern seaboard. 


Dr. Bluestone is known also as 
a pioneer in social medicine. He 
was one of the original planners 
with the late Mayor Fiorello H. La- 
Guardia of the Health Insurance 
Plan of Greater New York, and is 
recognized as the author and lead- 
ing exponent of the program for 
hospital home care in the nation. 


Dr. Bluestone has contributed 
extensively to modern day litera- 
ture in the hospital and_ public 
health fields. More than 300 titles 
in this field bear his name as 
author. 


The testimonial at the Savoy- 
Plaza was under the joint sponsor- 
ship of the Alumni Association of 
Montefiore Hospital and the Dr. 
E. M. Bluestone Administrat:ve 
Alumni Group. The latter is an or- 
ganization of about twenty hosp’‘tal 
directors and administrators wo: 
served their apprenticeships uner 
Dr. Bluestone. 

Besides Dr. Masur, speakers at 
the dinner included Mr, Jchn 
Hayes, former director of Lei.ox 
Hill Hospital; Dr. Morris Hinen- 
burg, medical consultant for ‘he 
Federation of Jewish Philanthr«p- 
ies; Dr. Abraham Jezer, presid. nt 
of the Alumni Association of M«n- 
tefiore; and Dr. E. D. Rosenfeld, *x- 
ecutive director of The Long Is!.nd 
Jewish Hospital and spokesman ‘or 
the Dr. E. M. Bluestone Adminis- 
trative’ Alumni Group. as 
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A TIME SAVER FROM 


SIMONIZ. 





KY 
Self-polishing 
—for all type floors 


APRIL, 1957 





IMONIZ 





Super Anti-Slip 
Safety Floor Wax 
with Ladium 


GEEEETRADE MARKEE 


HOLDS ALL FEET 
IN PLACE! 


Spread this tough, glossy, new super-safe product on your 
problem floors. 

Watch it dry to a smooth, even luster without polishing. 
Then watch your traffic—even your most careless traffic— 
hurry across it without slipping. You’ll see new Simoniz 
Super Anti-Slip hold hustling feet in place for maximum 
safety. Ladium is the secret—the exclusive Simoniz addi- 
tive that gives floors a tough, hard, crystal-clear coating 
with maximum durability and lasting anti-slip performance. 

Backed by world-famous Simoniz research and experi- 
ence, Super Anti-Slip with Ladium is in a class of its own 
in the wax-finish field. It offers outstanding safety. If 
highest gloss is desired, it buffs beautifully. It has excellent 
luster recovery after repeated damp-moppings. And it’s 
easy to remove for re-waxing. 

Give your floors the finest protection you can buy— 
Simoniz Super Anti-Slip Safety Floor Wax. Sensibly priced 
to keep your floors looking their best at low cost. 

Available in 1-, 5-, 30- and 55-gallon sizes. 


Other famous Commercial 
PRODUCTS by SIMONIZ 


IVALON SPONGES FLOOR CLEANER CONCENTRATE 
HEAVY-DUTY FLOOR WAX HiLite FURNITURE POLISH 
NON-SCUFF FLOOR FINISH TRIPLE “A” PASTE FLOOR WAX 


MAIL THIS COUPON TODAY 





Simoniz Company (Cx cial Products Division-HM-4} 
2100 Indiana Avenue, Chicago 16, Illinois 
Gentlemen: 


( ) Please send name of nearest Simoniz distributor. 


( ) Without obligation, please send details of your Com- 
mercial Products for floor and furniture maintenance. 


Neto. 


Firm Name- 
My Title 
Street Address as 
City Swe 














For more information, use postcard on page 133 145 
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SHOPPING AROUND 


Continued from page 130 


uses, would not have the strength 
of the other two units compared 
(see Table III). 


MANUFACTURERS 
All-Purpose Unit Utility Tray 
or Lap Board for Wheel Chairs 


American Hospital Supply Corp. 
2020 Ridge Avenue 
Evanston, Illinois 


W. R. Hausmann Woodwork, Inc. 
1797-99 Jerome Avenue 
New York 53, New York 


Moxhart, Inc. 
8600 Lewis Avenue 
Temperance, Michigan 





SUPPLIERS 


Continued from page 75 


PETERSON, O,. FrRED—Appointed 
western sales manager for the Vic- 
tory Metal Manufacturing Corpora- 
tion, Plymouth Meeting, Pa. Mr. 
PeTERSON’s headquarters will be in 
Oklahoma City, Okla. 


Reiss, ANDREW E.—appointed di- 
rector of engineering, of Reming- 
ton Corp., manufacturers of air 
conditioning equipment. 


Rosin—See Parker notice. 
Rose, Joun C.—See Francis notice. 


Ruianp, Wit~tram C.—See Worsry 
notice. 


Sentenac, Rosert J.—Appointed 
district manager of the Glendale, 
California office of Thomas A. Edi- 
son, Inc. He replaced H. E. Van 
CtEEF, Jr., who will become district 
manager of the Chicago office. 
STEPHEN M. Cook joins Edison as 
a sales engineer in the Glendale 
office. 


SHAMPAINE, Martin E.—has_ been 
appointed field representative for 
the Ohio-Western Pennsylvania 
territory of the Shampaine Co. 


Smon, Micnaet A.—See Forte no- 
tice. 


Van Cieer, H. E., Jrn—See SEn- 
TENAC notice. 


Watters, JOHN J.—See FRANCIS no- 
tice. 


Wetts—See Lacy notice. 
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FM 
Reprints 


The following reprints, in limited quantities, of feature artic'es 
which have appeared, are available in easy reference form. 
Their cost is nominal. Right reserved to limit quantity while 
supply lasts. 

Please order by number, enclosing exact amount — money 
order, check or coin. 


10c Each 
1. Architectural Therapy Rex Whitaker Allan 


2. Ten Commandments of Good 
Communication 


3. Joint Commission on Hospital 
Accreditation — Medical Rec- 


ords Kenneth B. Babcock, M.D. 
4. Know What Your Funds are 

Producing Louis Block, Dr. P.H. 
5. On the Subject of Convalescent 

Care E. M. Bluestone, M.D. 
6. Staffing at the Administrative 

Level Ray E. Brown 
7. Floor Cleaning is More than 

Sanitation C. H. Clark 
8. This Recovery Room Solved our 

Problems Donald E. Gilbert 


9. The Medical Record Librarian Dabney P. Gilliland 
10. Music Therapy in Rehabilita- 


tion Esther Goetz Gilliland 
11. The Administrator and _ the 

Board of Trustees Emanuel Hayt, LL.B. 
12. Safe Practice in Oxygen Ther- 

apy John A. House 
13. Business Machines in the Hos- 

pital Accounting Office S. David Kaufman, CPA 
14. Boost Patient Morale Sanford Kotzen 
15. Morning Lift Arnold S. Lane 
16. The Seven Deadly Sins of 

Trusteeship Charles U. Letourneau, M.D. 
17. G.P. in the Hospital Charles U. Letourneau, M.D. 
18. Chief of Staff Charles U. Letourneau, M.D. 
19. Before You Disclose Informa- 

tion in Medical Records Charles U. Letourneau, M.D. 
20. The Physical Therapist Charles U. Letourneau, M.D. 
21. The Pharmacy Committee 

Serves Kenneth R. Nelson, M.D., 


Charles U. Letourneau, M.D. 
C. K. Himmelstach, M.D. 


22. Uniform Health Insurance 


Claim Forms Charles U. Letourneau, M.D. 
23. After-peeling Discoloration of 
Potatoes Karla Longree, Ph.D. 
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24. 
25. 


44. 


101. 


102. 
103. 


. The Role of the 


. Hospital 


The Art of Persuasion 


Why Not a Clinico-Pastoral 
Program 


Hospital 
Trustee Today 


. The Problem of Emergency 


Service 


. How Large and Small Hospi- 


tals Keep Proper Pharmacy 
Records 


. Blood Bank Operation 


The Growing Influence of Hos- 
pital Accreditation 


. How Central Service Grows 


. Pharmacy Service in Smaller 


Hospitals 


. Why Do we Need to Unite? 


. “Timesaving” Plan for Clinical 


Services 


. Caring for Patients with Pro- 


longed Illness 


Chaplain’s Prayers 
Gain Favor with President 


. The Variable Height Bed 
- How Much Work is Done in 


Your Laboratory 


. Hospital Administration 
. Single or Multiple Dose Con- 


tainers 


. What are the Reasons for 


Nursing Service Turnover? 


. How to Organize a Hospital 


Credit Union 


. How Pharmacy Facilities were 


Improved at Peter Bent Brig- 
ham Hospital 


Hospitals are People 


Louis J. Lonni 


A. E. Maffly, FACHA 
Newell E. France, MHA 


J. H. Means, M.D. 
Charles U. Letourneau, M.D. 


Ruth C. Moote 
Edward J. Morrison 


Charles U. Letourneau, M.D. and 
Donald Boehme, M.S.H.A. 
Eva Noles, R.N. 


Daniel F. Moravec 
Anthony J. J. Rourke, M.D. 


George O. Schecter 
Harvey Schoenfeld 


The Reverend Louis W. Sherwin 
Harold E. Smalley, MSIE 


D. Hugh Starkey, M.D. 
Captain J. E. Stone 


William Whitcomb 
Louis Hough, Ph.D. 
John F. Wight 


Norbert A. Wilhelm, M.D. 
Cleveland Rodgers 


25c Each 


Planning and Furnishing an 
Operating Suite 


This Thing Called Color 


Hospital Medication Injection 
Costs 


Enclosed find $——————-_ to _ cover the 
(10c) (25¢) each. 


1 
18 
35 
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Herman Berber 
Roy Johnson 


James A. Hunter, M.D. and As- 
sociates 


reprints ordered below at 


10 11 #12 13 #14 «+15 #16 17 


19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 
36 37 38 39 40 41 42 43 44 101 102 103 


NAME 


TITLE 





HOSPITAL 





STREET 


city 





ZONE 


STATE 





MAIL TO: Reprint Editor, Hospital Management, 105 W. Adams St., Chicago 3, Ill. 
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Woop, Watter—See ApAms notice. 


Worsty, R. W.—Named district 
sales manager for Yale hoisting 
equipment in St. Louis, Mo. He 
succeeds Witt1am C. RuLanp, who 
has been transferred to the sales 
territory centered in Detroit, Mich. 


Wricut, CuHartes L, K.—Named 
vice-president of Peter, Strong and 
Co., Inc., in New York. He was for- 
merly general sales manager of 
Cook-Waite Laboratories, Inc., a di- 
vision of Sterling Drug Co. a 





Steinhauser Joins Simmons 


™ SIMMONS COMPANY announces the 
appointment of Mr. Karl L. Stein- 
hauser, A.I.D. as Decorating Con- 
sultant to the Contract Department. 

A member of the American In- 
stitute of Decorators, he will handle 
the newly created Decorative De- 
partment which will offer a com- 
plete decorating service to hotels, 
motels, schools and hospitals. Mr. 
Steinhauser is well qualified for his 
new position. A graduate of Par- 
son’s School of Interior Decoration 
in New York, he taught interior 
decoration there while taking post 
graduate courses. He became 





Karl L. 
Steinhauser 


thoroughly familiar with interior 
decoration while employed as Styl- 
ist by Lord & Taylor in New York 
and also as Design Editor of House 
Beautiful magazine. Mr. Steinhau- 
ser operated his own interior dec- 
orating office in New York from 
1948-1954. He came to Chicago in 
1955 as Decorating Coordinator for 
the National Restaurant Associa- 
tion. It was while with the National 
Restaurant Association that he be- 
came interested in the Contract 
field. which resulted in his new ap- 
pointment with Simmons Company, 
nationally known manufacturer of 
bedding and furniture for institu- 
tions. 3 
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426 — Radio Pocket Pager 


427 


428 


429 


430 


431 


432 


433 





Management Aids 





® A FOUR-PAGE, two-color folder released by Motorola contains illustrations 
showing the uses and advantages of the pocket pager. The receiver is small 
enough to wear out of sight in a pocket, and provides a means for private, 
quiet communication between two people. The receiver is entirely self-con- 
tained, including speaker, antenna and batteries. A selector box enables a 
switchboard operator to alert one person without disturbing others. 





Drug Buying Guide 426 


™ PUBLISHED By McKesson and Robbins, this guide contains more than 300 pages of information 
for hospital pharmacists. The 12,000 items represent 90 percent of total hospital pharmacy pur- 
chases, and are cross-indexed by official and generic names for easy reference. 


Blood Chemistry Manual 


® DISTRIBUTED BY Warner-Chilcott Laboratories, this series of blood chemistry manuals will go to 
teaching institutions and laboratories throughout the country. The manuals provide a ready ref- 
erence and guide to laboratory workers and are designed to fit into a standard loose-leaf binder. 


Pump Repair and Maintenance Manual 


™ THE GOMCO suRGICAL Manufacturing Corp. has just published a service and repair manual. Copies 
are available by filling in card on page 133. Included in the manual are easy-to-follow instructions 
for minor repairs and adjustments which can be made by the maintenance department or by hos- 
pital personnel without calling in repair service or sending equipment back to the factory. 


Motor Selection Manual 


= a 12-pacE, two-color application guide that makes it easy to select electric motors for all pop- 
ular applications has been published by Century Electric Company. Selections are made according 
to kind of equipment to be driven, character of the load, speed of operating, starting and running 
torques, surrounding atmosphere and frame type. In a few moments, the reader knows the motor 
type he needs, dimensions and other pertinent data. 


Patient Handling System 


=" TO CUT DOWN on the number of times an emergency patient is handled, Picker X-Ray Corpora- 
tion offers a unique solution. An attractive two-color brochure illustrates how the patient is placed 
on the litter, a thin magnesium plate fitted with an air foam pad over a frame of aluminum chan- 
nels, and transported through the hospital on the straddler, a versatile mobile frame which fits over 
tables and can be rolled easily from place to place, without disturbing the patient. 


Air Conditioning Noise Control 


® THESE BOOKLETS describe and illustrate the need for noise control in air conditioning systems, 
pointing out the advantages of Aircoustat in solving this problem. Released by Koppers Comp21y, 
Inc., the booklets contain cutaway diagrams and graphical representations of the principle on 
which this unit works. 


Liquid Ammonia Return Systems 


™ AN EIGHT-PAGE bulletin completely describing the function of Phillips Liquid Ammonia Retin 
Systems in refrigeration cycles, is now available. Diagrams with detailed step-by-step explanations 
show how this basic system and its many variations operate. The bulletin points out the many ben- 
efits of the system: how to increase compressor efficiency, save “lost” refrigeration caused by 
“slop-over” (unused liquid amonia), prevent compressor damage, speed defrosting, and increase 
peak capacity of evaporators. 
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HE WORTH 


APOUND? 


A 
DOLLAR 


match his weight with a check 


join the fight against cancer in children! 


Wonderful, isn’t he? Sometimes when 
you're alone, you dream a little. You like to 
imagine him all grown up. A doctor perhaps. 
Or a lawyer. Or (you smile at yourself, but it 
could happen) maybe even President. . . 


What are his chances? Better . . . if we 
stamp out cancer. Because cancer doesn’t care 
about tomorrow. Last year, 4,000 children 
were killed by cancer. 4,000 tomorrows were 
Wiped out . . .-by a disease man hasn’t 
conquered yet! 


APRIL, 1957 


How can you help? What can you do to 
help make his future secure? You can do so 
much .. . so easily! You can send a nice fat 
check to the American Cancer Society. You 
can help raise every dollar we need for our 
greatest weapon: research. Do it today. Who 
knows? Sooner than we think . . . we may 
strike cancer from his future forever! 


P. S. Why not do a little something for your- 


self? Learn cancer’s 7 danger signals. And 
have a thorough medical checkvuv once a year. 


GENTLEMEN: I want to help conquer cancer. 
Please send me free information about cancer. 


Enclosed is my contribution of $. 
to the Cancer Crusade. 





Name. 





Address. 








City. Zone. State. 
@ MAIL TO: Cancer c/o your local Post Office. 


AMERICAN CANCER SOCIETY 





For more information, use postcard on page 133 149 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


The limitations of admitting pol- 
icy in “acute” general hospitals are 
responsible for many frustrations in 
the professional life of the social 
worker. Only the hospital which 
has an extra-mural, as well as an 
intra-mural, program can do away 
with these frustrations and acquire 
a great many rewards and satis- 
factions for its work. 

e 

The planner of medical care often 
gets a false sense of security be- 
cause acuteness wears off before 
the illness is cured. 

® 

The consequences of prolonged 
mental or physical illness have been 
felt throughout history and have, 
indeed, interfered greatly with hu- 
man progress. 

* 

When the philanthropist is con- 
fronted with a limited supply of 
beds in the hospital to meet an ex- 
cessive demand, he naturally offers 
the best to the most urgent. In do- 
ing so he forgets that additional 
beds arranged concentrically 
around the central block of diag- 
nostic and therapeutic equipment, 
which is the core of the modern 
general hospital, are preferable to 
those which his philanthropic col- 
leagues will be compelled to estab- 
lish at a distance with the excuse 
that the excess must be housed 
somewhere, somehow. 

« 

Certain patients are less apt to 
suffer neglect at the fountainhead 
of medical authority, namely, the 
general hospital, than they are sure 
to suffer at a distance, in a “chron- 
ic” hospital. 

e 

The formula which relates dis- 
tance to urgency can best be ex- 
pressed graphically by placing the 
most urgent patient in the immedi- 
ate proximity of the vital facilities 
of the hospital. Patients with lesser 
degrees of urgency should occupy 
beds within a series of concentric 
circles which fade into the distance 
where the healthy citizen can re- 
sume his normal activities. 

2 

“There is many a slip between the 
cup and the lip” when you are 
standing at the bar! The moral is 
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— don’t try to act the part of a 
lawyer. Let the legal committee of 
your hospital attend to such mat- 
ters. 
e 
Hospital walls are no _ longer 
erected for the purpose of contain- 





ment, in which hospital facilities; 
functions and service remain tightly 
enclosed for the life of the building 
and for internal consumption only. 
We now have an extra-mural hos- 
pital program which is converting a 
stationary into a mobile facility. 
& 
An insecure hospital means an 
insecure patient. 
e 
The incident of hospital construc- 
tion intersects a temporal period of 
change and can therefore only ap- 
proximate its objective. & 





ELECTRODYNE PM-65* WITH ELECTR 
CARDIOSCOPE — defects and me 
cardiac arrest automatically and ex- 
per = — continuous visual 
isp! electrocardi e 
optional). siete sar aaa 


% 4 \ Pi 465 a5 6: 
These two important inst 
ments are also available 
one unit — Combination P 
maker and Defibrillator. 
(Model 43) 

2h. TE 


ELECTRODYNE CARDIAC DEFi- 
BRILLATOR — for emergency in- 
ternal treatment of ventricular 
fibrillation. (Model 33) 


ona arrest is certainly a serious occurrence in any hospital . . . 





ELECTRODYNE CARDIAC PACE- 
MAKER — for emergency exter- 
of ventriculer 


nal treatment 
standstill. (Model 27-A) lator. 
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ELECTRODYNE D-72 — for EXTERNALLY 
APPLIED treatment of ventricular fi- 
brillation. 


Z 


ELECTRODYNE E-11 = combina- 
tion EXTERNAL Cardiac Pace- 
maker and EXTERNAL Defibril- 


that’s why you should 


know the story about proven instruments for the detection and treatment of cardiac 


arrest and fibrillation. 


From the introduction of the original and well known Cardiac Pacemaker, which was devel- 
oped in conjunction with PAUL M. ZOLL, M.D., the Electrodyne Company has worked 
very closely with Dr. Zoll and his associates in continuous research and development in this 


specialized field of instrumentation. 


Collectively these proven Electrodyne instruments represent an important family of life- 
saving medical equipment that is giving a feeling of security and peace of mind in the 


operating rooms and in the wards of hospitals throughout the world. 


ao 


We will gladly send you complete literature upon request. 


*The need fer continuous human observation is 
not required when the Electrodyne PM-65 is used 
in the detection and treatment of cardiac arrest. 


ELECTRODYNE CO., INC. 


60 ENDICOTT STREET, NORWOOD, MASSACHUSETTS 


For more information, use postcard on page 133 
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